SET 











‘Hospital 


Official Journal 
of 
The Catholic Hospital Association 


JOHN J. FLANAGAN, S.J. 
Executive Editor 

M. R. KNEIFL, 
Managing Editor 

F. JAMES DOYLE, M.A. 
Associate Editor 

HUGH R. BrRYDEN, 
Assistant Editor 

ANITA M. Kopr, 
Assistant to the Editor 
JEAN READ, LL.B. 
Guilds & Auxiliaries 

W. I. CHRISTOPHER 
Personnel Services 
MARGARET M. FOLEY, R.N., M.S. 
Nursing Education 
MARGARET M. DELISLE, M.A., M.LS. 
Library Services 
CHARLES E. BERRY, M.S., 
LL.B., F.A.C.H.A. 

Hospital Administration 
ALBERT C. JANKA, 
Advertising Manager 
THOMAS F, DUGAN, 
Circulation Director 


EDITORIAL, ADVERTISING 
& SUBSCRIPTION OFFICES 
1438 South Grand Boulevard 


St. Louis 4, Missouri, U.S.A. 
Telephone: PRospect 3-0646 





EASTERN OFFICE 

ROBERT SNOW 

550 Fifth Ave., New York 17, N.Y. 
Telephone: Clrcle 6-5640 


HOSPITAL PROGRESS, August, 1957, Vol. 38, 
No. 8, published by The Catholic Hospital! 
Association of the United States and Canada, 
1438 South Grand Blvd., St. Louis 4, Mo. 
Second class mail privileges authorized at 
St. Louis, Mo. Subscription price—U.S. and 
Canada $3.00; Foreign $4.00. Single copies 
40¢ except two-part February issue, $5.00. 
Copyright 1957 by The Catholic Hospital As- 
sociation of the United States and Canada. 

















‘Progress _ | CONTENTS 


AUGUST, 1957 
VOL. XXXVIII, No. 8 





SPECIAL ARTICLES 











Medical Mission Sisters and the Oil Company .......Edward B. Hauck 48 
Religion’s Relation to Medicine ..... Very Rev. Msgr. James G. Wilders 50 
DISASTER ROUNDUP 
St. Patrick’s, Lake Charles La. .......... myte Be eeniee eee ee 52 
St. John’s, Springfield, Ill. ......... SEMEN Dehra eae Meet ES Es 
11 


St. Joseph’s, Kansas City, Mo. .............. dag Diy habe es 
St. Mary’s, Kansas City, Mo. ..... LL ee GID ee ET 8, Fant a Ce 


MISCELLANEOUS 
Job Analysis Workshops Enter Second Phase ........ ices, ROG 
Another Giant Step Forward— 

1957 Hospital Administration Graduating Class .......... . 





DEPARTMENTS 











ADMINISTRATIVE FORUM 


Keeper of the Keys ........ .. John T. James 67 


BOOS orn ss oh es et ie Wik Re ee dela, Uae Sree ieee tS 98 
BOOKS RECEIVED .......... ap ey rie eae 98 
SABA ete ks hi eh ee OWE CA ES ene ees 6 
CLINICAL LAB ' : 

Public Relations in the Laboratory ........ Sister M. Emerita, O.S.F. 94 
DEAR SISTER MICHAELEEN ............. hit, _.“Father Brian” 60 
DIETARY } ; 

Dietetic Internships for Sisters . . _. Sister Jeannette Marie, §.C. 89 

R. I. P.—Sister Romuald ......... Sister Margaret Gertrude, S.C.L. 123 
EDITORIAL 

41 


Are You Safeguarding Your Hospital’s Physical Plant? ..... 


BiRROMR DAD MN 2s obi tr tt eRe ole eee Be F. James Doyle 16 


HOUSEKEEPING 

Leaders Must Listen, Too ............ pee eee e.... Anne Vestal 82 
LAW FORUM } 

Contracts with Medical Specialists (Part Two) ..William A. Regan 46 
LIBRARY SERVICE 

The User Reflects the Need ............... Louis S. Smith, M.D. 61 
LETTERS TO THE EDITOR .................... x ag hoy aatites Regt ee 16. 
MEDICAL RECORDS 

Convention Renone). 625 og ct ye ee ee kk we ee alee es 84 
NATIONAL NEWS 

Legislation, Court Decisions Reviewed ............ George E. Reed 55 

118 


NEW SUPPLIES AND EQUIPMENT ............-.---- eee eee reer teers 


NURSING EDUCATION 


Catholic Nurses 
Meet the Challenge ..Most Rev. Richard J. Cushing, D.D.,LL.D. 56 


Accreditation Report ..................2...--55- Margaret Foley 58 
pd a tere are rarer eer Per ereray Sari carck ican rant at bor 


NURSING SERVICE ; 
Inservice Education and Training ......... Sister M. De Paul, S.M. 64 


OF MEDICAL INTEREST 
A Technique for Evaluating 
Professional Activities ................ 
po ae ee ee re are ae 
PERSONAL MEMBERSHIP PLAN ...........-.....55+555 


Robert S. Myers, M.D. 42 
_.H. R. Bryden 112 
Helen Halloran 45 


PERSONNEL 

The Work Situation .................. ete ee Jean O'Donnell 78 
PHARMACY ; 

Handling Drug Samples .................. Sister Mariel, C.S.A. 74 
PURCHASING 

A Budget—WHY? .................. _....Peter A. Volpe, M.D. 68 
RESEARCH 

Medical Research in a Catholic Hospital ... Norman E. Clarke, M.D. 62 


THIS MONTH WITH THE ASSOCIATION ............ 0505s eee eee eens 


X-RAY 
Radiologic Dictionary (Part Five) ......... _...Edward L. Dunn 71 














TT ; : . eet A 


‘THE CATHOLIC HOSPITAL 





Ps 


ASSOCIATIO 


a of the United States and Canada 








Central Office: 1438 South Grand Blyd., 


eae Aer in 





is. 


St. 





i ste Be 


Louis, Mo. 
aes 








ADMINISTRATIVE BOARD 
MOST REV. WILLIAM O'CONNOR, D.D. Episcopal Chairman _... Springfield, Ill. 
RT. REV. MSGR. JOSEPH F. LUKER .................... Ogdensburg, N.Y. 
RT. REV. MSGR. DONALD A. MCGOWAN .. Washington, D.C. 


Members 
REV. JOHN J. HUMENSKY ....... ae Cleveland, Ohio 
REV SUNS ONIN ENS ok Sone Ses we hn Sid WR Madison, Wis. 


RT. REV: BIGGR, JGUN: J RALHIGH ... ... 2. oes ee 8 Montgomery, Ala. 
(The Administrative Board includes the members of the Executive Board. ) 


Executive Committee 
RT. REV. MSGR. F. M. J. THORNTON .................... Sea Girt, N.J. 


SISTER AGNES OF THE SACRED HEART, F.CS.P............... Seattle, Wash. 
SISTER ANN RAYMOND SCL. ou 6 ok eee eee eed Billings, Mont. 
SISTER MARYVBRIGH OSE... ccc oe aces ed Rochester, Minn. 
REV. JOHN J. FLANAGAN, S.J., Executwe Director ......... St. Louis, Mo. 
M. RB. GNBIPL, Executive Secretary ...... 2.2... eee St. Louis, Mo. 


EXECUTIVE BOARD 

HIS EMINENCE, SAMUEL CARDINAL STRITCH, Honorary 

President and Spiritual Director ....... Pe ia ph Chicago, IIl. 
REV. A. M. SCHWITALLA, S.J., President Emeritus ........... St. Louis, Mo. 
RT. REV. MSGR. F. M. J. THORNTON, President ........... Sea Girt, N.J. 
RT. REV. MSGR. A. C. DALTON, P.A., LL.D., President-Elect ..... Boston, Mass. 
MOST REV. J. B. BRUNINI, D.D., J.C.D., V.G., Past President .... Jackson, Miss. 
REV. CLEMENT G. SCHINDLER, First Vice-President Belleville, Ill. 
REV. PATRICK J. FRAWLEY, Second Vice-President New York, N.Y. 
SISTER ANN RAYMOND, S.C.L., Secretary Billings, Mont. 
SISTER AGNES OF THE SACRED HEART, F.C.S.P.. Treasurer ... Seattle, Wash. 
Br ee Sr ns BF ss es ee eee es St. Louis, Mo. 


Members 
New York, N.Y. 
Rochester, Minn. 
San Francisco, Calif. 
New Orleans, La. 
Vancouver, B.C. 
North Bay, Ont. 


SISTER LORETTO BERNARD, S.C. 
SISTER MARY BRIGH, OS.F. 
SISTER M. PHILIPPA, S.M. 
SISTER CARLOS, D.C. 

SISTER MARY RUTH, S.C.I.C. 
SISTER SHEILA, S.S.J. 





CATHOLIC HOSPITAL 
ASSOCIATION OF CANADA 


MOST REVEREND ROSARIO BRODEUR, 


D.D. 
Alexandria 


MOST REVEREND JOSEPH F. RYAN, D.D. 


Hamilton 


Episcopal Chairmen 


Executive Committee 


REV. J. B. NEARING 
Sydney Mines 
President 

REV. J. A. LEAHY, S.J. 
Vancouver 
Past President 

MOTHER M. MANN, S.G.M. 
Grey Nunnery, Montreal 
First Vice-President 

SISTER HONORA 
St. Michael’s Hospital, Toronto 
Second Vice-President 

SISTER FRANCOISE-DE-CHANTAL 
St. Joseph’s Hospital, Sudbury 
Secretary 

SISTER ELISABETH MARIE 
General Hospital, Ottawa 
Treasurer 

SISTER MARGARET MARIE 
Holy Family Hospital, Prince Albert 


SISTER ST. JOSEPH 
Hotel-Dieu, Sorel 


REV. F. J. SMYTH 
1 Stewart Street, Ottawa, Ont. 
Acting Executive Director 





Conference of Catholic Schools of Nursing 


COUNCIL 


SISTER FRANCIS XAVIER, G.N.S.H., Chairman 
Buffalo, N.Y. 


SISTER M. BONAVENTURE, P.B.V.M. 
Sioux Falls, $.D. 

SISTER M. OTTONELLA, O.S.F. 
Milwaukee, Wis. 

SISTER ALOYSIUS, D.C. 
New Orleans, La. 

SISTER M. BERNADETTE, S.S.M. 
‘Wichita, Kans. 

SISTER M. RAPHAEL, C.S.C. 
Sale Lake City, Utah 


SISTER MARIA LAWRENCE, S.C, 
Paterson, N.J. 

SISTER ST. CATHERINE, S.S.J. 
Waterbury, Conn. 

SISTER RITA MARIE, O.S.B. 
Duluth, Minn. 

BROTHER MAURICE, C.F.A. 
Chicago, III. 

REV. JOHN J. FLANAGAN, S.J. 
St. Louis, Mo., Educational Advisor 





SISTER M. CAMILLE, R.S.M., Vice-Chairman 


Springfield, Ohio 


SISTER MARIAN CATHERINE, S.C. 
New York, N.Y. 

GLADYS KINIERY, R.N. 
Chicago, III. 

SISTER BEATRIX, S.C. 
Pueblo, Colo. 

SISTER M. THEOPHANE, H.H.M. 
Lorain, Ohio 

MARGARET M. FOLEY, R.N., M.S. 
St. Louis, Mo., Secretary 


HOSPITAL PROGRESS 















secs 














sutures this easy way! 


cut preparation time... save dollars 


DaG SURGILAR 


Sterile Pack Surgical Gut 


Delivers stronger, more flexible sutures 


Eliminates weak spots and kinks from tight reel winding . . . requires 
less handling... can be easily opened as needed so suture does not 
dry out...needle points and cutting edges are better protected 


Cuts surgical costs’ 


Fewer sutures damaged or opened unnecessarily ... saves gloves and 
linens ...stores in 14 the space... costs no more than tubes! 


NEW! Spiral Wound Gut now available in SURGILAR pack! 


OTHER OUTSTANDING HOSPITAL-TESTED SUTURES 
SURGILOPE® MEASUROLL® 
Sterile Pack Pre-Cut Silk and Cotton... Silk, Cotton and Stainless Steel . . . tape-measure box... 


aluminum foil envelopes . . . no glass to break... one snip cuts multiple strands to desired length . . . 
3 less storage space . . . costs less than tubes saves waste, saves time . . . economy size costs less than spools 











| found there is 
a Man Who Knows! 





When aseptic 
problems baffled us 


. .. I called the Huntington Repre- 
sentative and the first thing he did 
was to make a study of our entire 
cleanliness program to see how the 
asepsis could be improved. Later he 
helped us plan maintenance sched- 
ules and gave demonstrations which 
showed our custodians the best way 


| 
| 
| 
| 
| 
| 








THIS MONTH WITH CHA. 

















During the enforced absence of M. R. 
Kneifl, author of “This Month,” we shall 
attempt to continue his column. We 
solicit your indulgence during his illness 


| and continued submission of Conference 


| mews items you were wont to send to 
| him.  h.r.b. 


| 








Father Mullaly Elected 


| New A.C.C.T.H. Chairman 


Rev. John Mullaly, chaplain of 
Yorktown Memorial Hospital, York- 


| cown, has been named chairman of the 
| Association of Catholic Chaplains in 





| 
| 
| 


Texas Hospitals. The election took 
place at the annual meeting in Hous- 
con. Rev. John J. Lazarsky, OMI, 
chaplain at Santa Rosa Hospital, San 
Antonio, was re-elected executive sec- 
retary of the Association. Father is 
chairman of the C.H.A. Chaplains’ 


| Conference, also. 


Father Turlik 


| Re-assigned 


Rev. Andrew J. Turlik, elected 


| vice-chairman of the C.H.A. Chap- 
| lains’ Conference during the recent 
| convention at Cleveland, has been as- 
| signed to parish work after four years 
| in the hospital field. Father was trans- 
| ferred from Mercy Hospital, Pitts- 


burgh, to the post of Assistant Pastor 


| at Our Lady of Lourdes Church, Bur- 


to sweep and mop, or seal and wax | 


floors. He showed them a lot of short 
cuts in cleaning and helped them to 
see how their jobs could be done 
more efficiently. 

As a result, our maintenance labor 
cost was cut by about 45%! I don’t 
have to tell you that made everybody 


gettstown, Pa., about 30 miles from 
Pittsburgh. The Association views 
with regret the resignation of Father 
Turlik, who leaves behind a notable 
contribution to hospital work. We 
wish him every success in his new mis- 


| sion. 


happy. Yet the service of this special- | 


ist cost us nothing. 

When you have a problem—any kind 

of hospital sanitation or 

< maintenance problem— 

Pi ask for the assistance of 
the Huntington man. 











| The Man Behind the 
MARTERANCE Drum ... your Huntington 
Representative—can help 
sliealeel you cut maintenance 
costs. Ask him to call. 
PRODUCTS 











HUNTINGTON > LABORATORIES 


INCORPORATED 
Huntington, Indiana 
Philadelphia 35, Pa. © Toronto 2, Ont. 
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Ohio Conference 
Correction 


Last month we listed the new of- 
ficers of the Ohio Conference, appar- 
ently using a list which was incorrect 
and incomplete. We are happy to 
print the correct listing, as submitted 
to us by Sister Adelaide, president of 
the Conference. Prestdent—Sister M. 
Adelaide, H.H.M., St. Joseph Hospital, 
Lorain; President-elect —Sister Eu- 
gene Marie, S.C., Good Samaritan Hos- 
pital, Cincinnati; Secretary—Sister M. 
Priscilla, O.S.F., Mercy Hospital, Ports- 
mouth; Treasurer—Sister M. Bernita, 


R.S.M., Mercy Hospital, Springfield; 
Board Members—Sister M. Eustelle, 
R.S.M., St. Charles Hospital, Toledo, 
(one year) and Sister M. Adrienne, 
CS.A., St. Ann Hospital, Cleveland. 


Sister Bertrand 
Given P.H. Award 


The Idaho Public Health Associa- 
tion has presented its Annual Award 
Certificate to Sister Bertrand, S.C., St. 
Alphonsus Hospital, Boise. The pres- 
entation, made at the close of the an- 
nual meeting at McCall, honors Sister 
for her work as Chairman of the As- 
sociation Legislative Committee. The 
committee sponsored and secured leg- 
islation increasing the maximum per- 
mitted mill levy for county care of 
medical indigents and legislation de- 
fining the responsibility for emergency 
care rendered indigents. The award 
was given previously to another nun, 
Sister M. Alma Dolores of St. Alphon- 
sus Hospital, as the person “contribut- 
ing the most to public health in Idaho.” 


Alberta Conference 
Schedules September Meet 


The Catholic Conference of Alberta 
has scheduled its annual meeting Sept. 
12-13. Father Flanagan will travel 
to Canada to take part in the meetings, 
which will be reported in a subsequent 
column of “This Month.” Sister M. 
Rheault, executive secretary of the 
Conference, requested literature from 
the Central Office which will be dis- 
tributed to those attending the Con- 
ference. 


Catholic Charities 
Convene at K.C. 


The 43rd National Conference of 
Catholic Charities is slated for Kansas 
City, Mo., September 14-18. Head- 
quarters will be the Hotel Muehlebach 
and meetings and workshops will be 
held at the Civic Auditorium. The 
Conference has scheduled 17 work- 
shops, which cover a wide range of 
vital subjects for persons engaged in 
charities and social work. Rt. Rev. 
Msgr. Floyd Fischer, president, urges 
speedy registration for the workshops, 
with delegates limited to two work- 
shops each. * 
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SAVE MONEY for Both Hospital and Patient 
by using BARD DISPOZ-A-BAGS™ 


Nurses are saved from the disagreeable work 
of cleaning and sterilizing urine jugs in hos- 
pitals using the sterile Bard Dispoz-A-Bags. 
This lightweight bag for urine collection is 
comfortably attached to the leg of a patient 
having an indwelling Foley balloon catheter. 


The use of Bard Dispoz-A-Bags encourage 
patients to earlier ambulation and speedier 
recovery. Hospital stay is also shortened be- 


cause patients can. leave for home wearing 
their Dispoz-A-Bags. 

This inexpensive, odor-free bag is gladly 
paid for by the patient, so hospital costs are 
reduced. 

A flutter valve prevents return flow and the 
danger of ascending infection. The bottom 
outlet makes emptying easy for the patient. 

Write for FREE sample. 


S25 c.R. BARD, INC., SUMMIT, N. J. 
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REASONS 
FOR BUYING 
L/L. INTERS 
SYRINGES 


L/L INTERS assure perfect in- 
terchangeability. 


L/L INTERS provide uniform 
compression from tip to top, pre- 


vent back flow. 


L/L INTERS satin-smooth grind 
eliminates high-spots, prolongs 
syringe life. 


L/L INTERS are guaranteed 
against breakage during sterili- 


zation, fading scales or loss of 


locks. 
L/L INTERS are priced to 
please: 
LUER-LOCK OR 
ALL GLASS METAL TIPS 
2 cc. $16.80 doz. $19.60 doz. 
Sec. 24.00doz. 27.00 doz. 
10 cc. 30.00 doz. 33.00 doz. 
20cc. 39.00 doz. 42.00 doz. 


Less Hospital Discount 


For those who prefer Non-Inter- 
changeables, Lurline offers qual- 
ity syringes at a budget price. 


Ask Your Dealer 


LURLINE PRODUCTS COMPANY 
Woodmere, L.I., N.Y. 


Distributed in Canada by 
The J. F. Hartz Company 
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EDITOR TALK 














Which Reminds us 
aMGt.. << 


OW THAT, in the past two issues, 
N we have got off our chest some 
hoarded recriminations about other us- 
ages, let us consider the common— 
alas, how common!—replacement of 
‘which’ and ‘who’, by the easier, non- 
discriminative ‘that.’ 

Almost every manuscript we receive 
attests the tendency to replace perfectly 
good pronouns with the pervasive, in- 
sinuative ‘that.’ 

Professional works also bear this 
“taint.” One of the most thought-pro- 
voking works in recent months, The 
Organization Man by William H. 
Whyte, Jr., is flagrant on page six— 
“And slowly, almost imperceptibly, a 
body of thought has been coalescing 
that does that.” 

Would it not be more comprehensi- 
ble and rhetorically smoother to write 

. a body of thought has been co- 
alescing which does that.”? 

‘That’ is the word of the lazy writer. 
Consider the following examples: “ 
all the people that believe .. .” 

“, . . the majority that carried the 
motion...” 

In each instance, the word ‘that’ 
should not have, preferably, been used. 
In the first example, “who” should have 
been chosen; in the latter, “which.” 

There are usages in which there is 
no substitute for ‘that.’ Some exam- 
ples: 

“The boy climbed that tree [rather 
than ‘this’ one].” 

“That anyone could condone such 
conduct, is unthinkable.” [In this us- 
age, that stands elliptically for the 
phrase, ‘The fact that.’| 

Obviously, the word which could 
not be substituted in either of the 
above sentences—and make sense. 

But we repeat: Sloppy substitution 
of ‘that,’ for ‘who’ and ‘which,’ is a 
major crime against the integrity and 
interpretation of the language. 


Brainstorms Solicited 


We were happy to read recently in 
This Week that one of 143 ways ad- 
vanced for “staying young” is, “Write 
a letter to an editor.” The suggestion 


by F. JAMES DOYLE 


was made during a “brainstorming” 
session* sponsored by that periodical. 

At any rate, we are pleased that an 
action which we have advocated for 
so long—i.e., writing letters to H.P.— 
is now possibly a “Fountain of Youth” 
element for our readers. 





LETTERS 





To the Editor: 

For some time I have been inter- 
ested in “Recovery, Inc.” I have read 
as many articles as I have found about 
the group and am currently reading 
Dr. Low’s book. The recent article in 
HOSPITAL PROGRESS (June, 1957) 
is exceptionally fine and I referred it 
to the director of Catholic Charities 
in Trenton, N.J. 

Father is very enthusiastic about the 
work and has offered me the oppor- 
tunity of starting a unit here... . 

Sincerely, 
WELTHA LOGAN 
Trenton, New Jersey 


Editor’s Note: Anyone wishing infor- 
mation about Recovery, Inc. should 
write to the national headquarters, 
Recovery, Inc., 116 South Michigan 
Avenue, Chicago 3, Ill. 


*A “brainstorming session” may be 
explained—to those not familiar with 
the jargon of personnel and “top man- 
agement”—as a meeting at which every- 
one is encouraged to any idea (no mat- 
ter how ridiculous or far-fetched it might 
seem at first hearing). 

It is a kind of seminar of creativity— 
an intellectual free-for-all. Even the 
wildest extrapolations are welcomed. 
People are urged to present things “off 
the top of their brains” which they 
would ordinarily not be liable to enunci- 
ate in a staid “conference.” Some of the 
suggestions are nonsense, it is true, but 
no one laughs at these, because one’s 
own next contribution may be as point- 
less. 

The basic principle involved is spon- 
taneity of individual reaction when pre- 
sented with a question or problem. And 
it has been found that out of the welter 
of responses, some solutions emerge 
which would probably not have done 
so without the stimuli provided by other 
participants. ; 

The “brainstorming” technique might 
work in hospitals (e.g., at an employees’ 
grievance committee meeting) if the 
ordinary authoritarian atmosphere were 
relaxed and there were no threat of re- 
prisals for even the most “outrageous” 
suggestions. 
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ARE YOU SAFEGUARDING YOUR HOSPITAL’S PHYSICAL PLANT? 


Preventive Maintenance 
Forestalls Breakdowns, 
Preserves Equipment, 


Saves Hospitals Money 


AUGUST, 1957 


S HOSPITAL ADMINISTRATORS GROW in management ability, they see 
more clearly the various facets of responsibility which they must 
assume. This understanding penetrates beyond a policy of meeting 
day-by-day emergencies. It necessarily looks to the over-all welfare of 
the institution on a long-range basis. 


It is this spirit which is leading hospital administrators to give 
increased attention to the systematic protection of the physical plant, 
including all types of equipment in the institution. The awareness of 
this responsibility is making a place in the Catholic hospital system 
for graduate engineers. We ought to welcome them into the ranks. 
They can save hospitals thousands of dollars each month by setting up 
a program of expert care and preventive maintenance. 


We would not think of leaving large sums of cash money exposed 
to the public eye without adequate supervision. We do, however, 
invest millions of dollars in fine buildings and sensitive equipment 
and leave these to the mercy of unskilled employees and the most 
casual supervision. We know that boilers have been ruined and 
heating systems wrecked or rendered ineffective because they were not 
properly checked and cared for. A program of preventive mainte- 
nance could have obviated many a breakdown, could have prolonged 
the life of much equipment and could have saved the individual in- 
stitution thousands of dollars ordinarily spent on emergency repairs. 
In addition, the institution could be spared the embarrassment and in- 
convenience of repeated interruptions in service. 


Each large institution could profitably employ a full-time gradu- 
ate engineer to supervise the physical plant, to check the selection 
and installation of new equipment, and to develop a system of pre- 
ventive maintenance. 


Would this position demand a high salary? Most certainly, and 
the position would not be served well unless a very well qualified and 
responsible person were employed. But, again, the individual should 
be able to save a hospital an amount of money several times greater 
than his salary. 


‘It would seem that sisterhoods or provinces operating a large 
number of hospitals could profitably employ a highly competent man 
to serve as an engineering consultant for all the hospitals of the order 
or the province. This would greatly reduce the expense to individual 
hospitals and give each the benefit of expert consulting service. 


Hospitals spend thousands of dollars each year for emergency re- 
pair service. How much are they willing to spend to prevent these 
expensive incidents and to protect tremendous plant investments? 
The answer should be carefully weighed by hospital administrators 
and trustees. * 
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OF MEDICAL INTEREST | 








A Technique for Evaluating 


Professional Activities 


HERE ARE TWO EXCELLENT REA- 
4 lise why so very little is known 
about the quality of patient care in 
hospitals. In the first place, the hal- 
lowed statistics which have been used 
by hospitals for many years as indices 
of adequate patient care are anti- 
quated, usually meaningless, often il- 
logical and frequently unscientific. 
Such statistics serve only to dull the 
keen edge of our medical conscience 
and to lull us into a false sense of ac- 
complishment. Secondly, there have 
been few, if any, attempts among hos- 
pitals to compare patterns in the care 
of patients having similar disease con- 
ditions; such comparison is vital to 
stimulate the attainment of the high- 
est standards of patient care. It would 
seem that hospitals are the only major 
business in which unreliable statistics 
are thoughtlessly selected, laboriously 
collected and unreservedly accepted as 
facts which accurately gauge achieve- 
ments. In view of this, it is perhaps 
just as well that comparisons between 
hospitals have not been made rou- 
tinely; this could only compound the 
already abundant confusion. 

These are serious charges, but they 
are true, as can be seen from the fol- 
lowing examples of inadequate statis- 
tical usages which are standard operat- 
ing procedure in hospitals: 

1. The use of the terms “recovered” 
or “improved” or “unimproved” to 
describe the discharge status of a pa- 
tient is not logical. In the first place, 
the “condition on discharge” is based 


Presented at the General Session 
entitled “An Appraisal of Patient 
Care,’ during the 42nd Annual 
Convention of the Catholic Hos- 
pital Association of the United 
States and Canada, Cleveland, 
Ohio. (May 27-30, 1957) 


by ROBERT S. MYERS, M.D., F.A.C.S., Assistant Director 


American College of Surgeons e 


on an impression of the status of a 
convalescent patient, and insufficient 
time has elapsed to permit evaluation 
of his treatment and condition. It is 
not known whether he is “recovered” 
or “improved” or “unimproved” at the 
time of discharge. Secondly, few pa- 
tients seem to leave a hospital “unim- 
proved.” This could be a tribute to the 
care given by the medical profession 
and our hospitals. It is more popular 
to have an “improved” patient. Actu- 
ally, a patient leaves a hospital in one 
of two ways—alive or dead. Any other 
classification is sheer whimsy. 

2. We ask for details of patient ad- 
missions, discharges, per cent of oc- 
cupancy, and average daily census, and 
place great value in such statistical 
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in knowing are such details as the 
age, sex, and the length of stay for 
specific types of diseases and opera- 
tions. 

3. We attempt to compile labori- 
ously by hand the vital indices of dis- 
eases and operations, and frequently 
fail. If kept at all, they are usually so 
far behind that they are useless for the 
current needs of the medical staff and 
administration. 

These are but a very few of the in- 
adequacies in statistical usages em- 
ployed routinely by hospitals to ob- 
tain information about the treatment 
of patients. Naturally, there have been 
numerous attempts throughout the 
years to devise methods whereby useful 
and valid information could be pro- 



































data. What does it tell us? Very vided to guide physicians and adminis- 
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FIGURE 2, of particular interest to pediatricians and ophthalmologists, shows wide varia- 
tions in use of oxygen therapy in premature infants. 


added something to the common prog- 
ress and has helped bring to fruition 
a new, practicable, efficient and inex- 
pensive method by which useful clin- 
ical information may be obtained con- 
tinuously from the patients’ hospital 
medical records. 

This new system is known as the 
Professional Activity Study of the 
Commission on Professional and Hos- 
pital Activities,* and it is controlled 
by a board of commissioners appointed 
by the American College of Physicians, 
the American College of Surgeons, the 
American Hospital Association, and 
by the Southwestern Michigan Hos- 
pital Council, which was the parent 
organization during its experimental 
stage. This system, which has now 
been in use for over four years, and 
which has been available to hospitals 
generally for the past year, provides 
the following services to the medical 
profession and hospitals: (1) detailed 
monthly statistical reports, (2) de- 
tailed monthly listings of patients, (3) 
semi-annual medical record room in- 
dices of diseases and operations, and 
(4) statistical analyses comparing the 
practices and experiences of all par- 
ticipating hospitals. 

The Professional Activity Study 
works this way: In the participating 
hospitals, the medical record librarian 
transfers from the medical record of 
every discharged patient certain factual 
data, such as age, sex, disease, utiliza- 
tion of diagnostic facilities, etc., to a 

*Partially supported by a grant from 
the W. K. Kellogg Foundation, Battle 
Creek, Michigan. 
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standard code sheet. This takes about 
three to five-minutes per record, and 
is the only time and effort expended 
by each hospital. The code sheets are 
then sent to the Commission’s head- 
quarters in Ann Arbor, where the 
data are transferred to punch cards and 
are subsequently machine-processed, 
and the completed statistical reports 
and indices are returned to the hos- 
pital ready for use. 

Leaving aside from this discussion 
the monthly statistical reports and the 
medical record room indices, which 
are not only burdensome for the hos- 
pital to prepare, but which are also 


a requirement for accreditation by the 
Joint Commission on Accreditation of 
Hospitals, let me show you four illus- 
trations taken from regular statistical 
reports which have been returned to 
the participating hospitals by the Pro- 
fessional Activity Study: 

Figure 1* shows a comparison of 31 
Participating hospitals, indicating the 
percentage of patients who received 
blood transfusions during their hos- 
pitalization for hysterectomy during 
the years 1954 to 1956. Four thou- 
sand five hundred twenty-six patients 
were included in the study. 

It is obvious that there is an enor- 
mous variation among these 31 hos- 
pitals in the use of blood transfusions 
in patients undergoing hysterectomy; 
hospital #1 transfused 100 per cent 
of its 32 hysterectomy patients; hos- 
pital #31 transfused only 14 per cent 
of its 43 patients. Between these ex- 
tremes, there was no clear-cut pattern 
of medical practice with regard to 
the use of blood in hysterectomy pa- 
tients. It is of interest that in 17 (55 
per cent) of the 31 hospitals, 50 per 
cent or more of all patients undergoing 
hysterectomy received at least one 
blood transfusion. Of course, it is not 
possible to say from a chart of this 
kind what is good or bad medical prac- 
tice in regard to the incidence of trans- 
fusions in hysterectomy patients. The 
adequacy of medical practice can be 
determined only by an_ evaluation 
made by physicians of the indications 
for therapy in each individual patient. 
The purpose of a chart such as this is 
to inform medical staffs of differences 


FIGURE 3 illustrates marked difference in hospitals’ practice of administering antibac- 


terials to maternity patients. 
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FIGURE 4 compares 
average length of hos- 
pital stay for 1955- 
1956, indicating an 
increase of one half 
day in 1956. 








in medical practices among hospitals 
and to stimulate these staffs to evaluate 
the indications for, and use of, a partic- 
ular therapy in their own hospitals. 
Surgeons and pathologists in particular 
should be vitally interested in the 
problem of the use of blood in patients 
undergoing surgery. 

Figure 2, which shows, by hospitals, 
the percentage of premature infants 
receiving oxygen during 1957, should 
be of particular interest to the pedia- 
trician and opthalmologist, both of 
whom are concerned with the inci- 
dence of retrolental fibroplasia in pre- 
mature infants receiving oxygen ther- 
apy. 

This chart illustrates some wide dif- 
ferences in the philosophy of medical 
practice with regard to the use of oxy- 
gen therapy in premature infants. 
There are four hospitals which re- 
ported no oxygen therapy, and at the 
other extreme there are three hospitals 
in which’ more than 50 per cent of all 
premature infants received oxygen. 
What are the reasons for these marked 
differences in therapy among hospitals? 
The medical staffs of the individual 
hospitals can supply the answer after 
a review of their indications for oxy- 
gen therapy in premature infants. 

Figure 3 shows the percentage, by 
hospitals, of maternity patients given 
antibacterials during January and Feb- 
ruary 1957. This chart illustrates the 
marked differences among 34 hospitals 
in the use of antibacterials (antibiot- 
ics and sulfonamides) in such patients. 
Two hospitals reported the use of the 
antibacterials in less than 5 per cent of 
maternity patients; and at the other ex- 
treme were two hospitals which re- 
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ported antibacterials in more than 65 
per cent of such patients. The use 
of the antibacterials should be of vital 
concern to all physicians, for there is 
a tendency to use these drugs indis- 
criminately and without adequate indi- 
cations. The antibacterials should be 
used only when indicated; they are not 
without danger to patients. 

Figures 4 and 5 should be of par- 
ticular interest to hospital adminis- 
trators who are faced with the need 
for expansion of hospital facilities. 
These figures have been prepared for 
a small participating hospital which is 
contemplating a building program, 
and the question is “Why are more 
beds needed?” 


Figure 4 compares the average 
length of stay for all patients in this 
hospital for the years 1955 and 1956. 
In 1955, the average stay was 51/2 days, 
and in 1956, 6 days. This increased 
half-day stay in 1956 makes quite a 
difference when one considers the 
number of patients hospitalized. In 
1956, as compared to 1955, this hos- 
pital cared for 134 more patients with 
2,111 more hospital days; this increase 
in hospital days is due mainly to the 
increased half-day stay and would re- 
quire 5.8 additional hospital beds. 

Figure 5 gives part of the answer as 
to the type of patient responsible for 
the increased average length of stay of 
\4 day (and the increase in number of 
hospital days) between 1955 and 1956 
in this hospital. 

This chart compares the average 
length of stay for maternity and injury 
patients treated in this hospital dur- 
ing 1955 and 1956. These two groups 
of patients customarily are among the 
largest groups of patients admitted to 
the typical community hospital, and in 
this particular hospital the maternity 
and injury patients together accounted 
for one-third of the total patients and 
about one-third of the hospital days. 

It is obvious that the maternity pa- 
tients in this hospital did not account 
for the need for additional beds; with 
only 50 more maternity cases in 1956 
there were only 141 additional hospital 
days in this year. 

On the other hand, the injury pa- 
tients accounted for an increase of al- 


(Concluded on page 76) 
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FIGURE 5 tells, in part, why the average hospital stay time has increased. Note 
marked difference in length of stay in two groups indicated. 
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MEMBERSHIP PLAN 








by HELEN HALLORAN, Coordinator e C.H.A. Personal Membership Program 


FEW YEARS AGO a Sister administrator of a hospital 
A that for many years has been an institutional mem- 
ber of the Catholic Hospital Association, suggested the 
C.H.A. devise a means of recognizing qualified lay people 
who are interested in hospital service and who have 
become so important in the role of administration in 
Catholic hospitals. It was Sister’s idea that individual 
membership privileges would provide a bond between 
Religious who serve as administrators and members of 
governing boards of Catholic hospitals, and the selected 
lay personnel who serve as departmental directors and 
consultants in the hospital field. 


The Executive Board of the Association considered 
this idea with interest and was of the opinion that the 
services offered through such a membership plan could 
provide a channel for a better understanding of the 
philosophy and functions of Catholic hospitals. The 
Board accordingly approved the Personal Membership 
Program, thereby extending the services offered by the 
Association. 


Through the Personal Membership Program in the 
Catholic Hospital Association, associate (non-voting) 
membership status will be made available to lay people 
who are actively interested in the health and hospital 
fields in the United States and Canada. The various 
services to be offered through the program are designed 
to assist departmental supervisors and consultants and 
ultimately combine to improve total patient care. 


LISTS, ROSTERS USED 


Qualified lay people who are eligible to participate 
in the privileges of the program will be invited to join 
through the Personal Membership Committee of the 
C.H.A. Potential candidates have been screened from 
registrants at Workshops and Institutes sponsored by the 
Association; through recommendations made by admin- 
istrators of member hospitals; and through the many re- 
quests mailed to the Central Office in recent months 
indicating an interest in a program of this kind. 

An identification card, symbolizing personal mem- 
bership in the Association, will be issued to each member 
annually. Subscriptions to various C.H.A. publications 
are included in the privileges of membership: HOSPITAL 
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PROGRESS, the monthly journal of the Association; News 
Briefs, a popular report of Central Office activities to the 
membership and bulletins designed as specific aids to de- 
partmental directors. : 

Three of these bulletins, published periodically and 
currently available, are “Making Friends Through Public 
Relations;” the “Medical Technology Newsletter,” mailed 
to professionally trained laboratory personnel; and the 
new “Whys and Ways” for better hospital personnel ad- 
ministration. 

In addition, the Directory Issue of HOSPITAL PROG- 
RESS, published annually, will carry a roster of personal 
members as an aid in locating current members. 


INVITATIONS EXTENDED 


The Personal Membership Committee, as a courtesy, 
has invited those Religious who are Consultants on Hos- 
pital Affairs to Higher Superiors to participate in the 
privileges of the program since the material channeled 
in this way will also be of particular value to them. The 
consultation services available to personal members 
through the program prove to be of particular value in 
instances when a particular problem or project calls for 
the assistance of a C.H.A. staff member who has had 
previous experience in the field. 

In order to make the Personal Membership Program 
of the greatest possible value to the greatest number of 
people in the field, invitations will be mailed individually. 
If you have not as yet received your invitation to member- 
ship, and if you are interested in the program, please 
write to Helen Halloran, Codrdinator, Personal Member- 
ship Program, Catholic Hospital Association, 1438 South 
Grand, St. Louis 4, Mo. 

We are most anxious to learn: Who are the lay 
people in Catholic hospitals today? What assistance can 
we offer now, and in the future, that will be particularly 
helpful in the complex field of administration? What 
information can we tabulate nationally that will be of 
importance to you in specific instances? How can we 
help you do an even better job in the future? 

C.H.A. solicits your assistance and advice in making 
the Personal Membership Program a valuable extension 
of existing services of the Association. * 
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by WILLIAM A. REGAN, LL.B., Providence, R. I. 


Contracts With Medical Specialists 





This is Part Two of an article on Contracts with 
Medical Specialists. Part One appeared in the July issue 
of HOSPITAL PROGRESS. That article reviewed the Form 
and Nature of the Contract. The present article considers 
contracts for Anesthesiology, Radiology and Pathology. 
Part Three will appear in the next issue. 





CONTRACT FOR ANESTHESIOLOGY 











During the past 20 years the professional associa- 
tions of anesthesiologists have been engaged in a con- 
certed and commendable effort to prevent any exploita- 
tion of the patient, the physician or the hospital. Mo- 
tivated by the unfortunate experiences of many physicians 
engaged in the practice of medical anesthesiology in hos- 
pitals, the American Society of Anesthesiologists and af- 
filiated organizations on state and county levels have for- 
mulated a policy statement which, with certain refine- 
ments, represents the present position of anesthesiologists 
regarding contractual relations with hospitals. 

The motivating spirit of the “Statement of Policy” 
promulgated by the American Society of Anesthesiolo- 
gists is undoubtedly the desire to provide the best pro- 
fessional service and patient care. It stresses also in clear, 
unequivocal terms that the professional nature of the 
service rendered by the medical specialist shall be clearly 
recognized and identified as such in the hospital. In 
consideration of this provision it appears to be advisable 
for the hospital and the medical anesthesiologist to ar- 
range a fee-for-service form of financial remuneration for 
such professional service. 

In the practice of anesthesiology as we know it today 
there is a vital and relatively close physician-patient re- 
lationship. Many authorities take the position that an- 
esthesiology cannot be considered in the same light as 
the other major medical specialities for contractual pur- 
poses. These authorities base their observation on the na- 
ture of the physician-patient relationship which they con- 
tend is not as easily discernable in reference to the med- 
ical specialties of radiology and pathology. 

It is our understanding that the professional asso- 
ciations in anesthesiology have no substantial objection 
to an arrangement whereby a hospital acts as billing 
agent for the anesthesiologist. The independent billing 
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and collection of the professional fee for the services of 
the medical anesthesiologist appears to be the most adapt- 
able and desirable form of arrangement between the hos- 
pital and the physician. Such a plan insures the identity 
of the anesthesiologist in his professional capacity and 
makes the nature of the charge for this service clear to 
the patient. If there is a single trend discernable in the 
contractual relationships between hospitals and anesthesi- 
ologists it is clearly in the direction of this fee-for-service 
type of financial remuneration. 





CONTRACT FOR RADIOLOGY 











In an effort to improve the quality of patient care 
in our hospitals, the American College of Radiology has 
published and distributed several manuals and guides 
for the administration and operation of radiology de- 
partments. In 1938 the College published a pamphlet 
entitled “A Manual of Desirable Standards for Hospital 
Radiological Departments.” That document was revised 
in 1948. In 1955 the College published a complete 
revision and extension of its earlier Manual. 

This new revised statement of policy is captioned 
“A Guide for Conduct of Radiologists in Relationship 
with Institutions.” The publications can be obtained 
from the American College of Radiology at 20 North 
Wacker Drive, Chicago 6, Illinois. 





CONTRACT FOR PATHOLOGY 











The fundamental, guiding principles of the College 
of American Pathologists are contained in material pub- 
lished by that Association for the benefit of its member- 
ship and hospitals throughout the country. In 1950 the 
College published a document entitled “The Basic Re- 
quirements of a Department of Clinical Pathology in a 
Modern Hospital.” 

A more recent publication of the College of Ameri- 
can Pathologists is entitled “Manual of Contractual and 
Ethical Relations.” This document, promulgated in 1954, 
sets out clearly and succinctly the official position taken 
by the College of American Pathologists with reference 
to contractual relations between its membership and hos- 
pitals. These publications can be obtained from the offices 
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of the College of American Pathologists, Suite 2115, 
Prudential Plaza, Chicago 1, Illinois. 





PROFESSIONAL HOSPITAL 
PRACTICE 











To clearly understand the motives which give rise 
to certain demands made by parties to a professional 
contract, it is mecessary to look into the nature of the 
professional service which is being offered as well as 
the professional position which is available. In engaging 
a radiologist or pathologist, hospitals are motivated by 
the desire to improve the quality of patient care and 
to increase the medical facilities available in the insti- 
tutions. 

The American College of Radiology in its Guide 
refers to its professional specialty as “that branch of 
medicine which deals with the diagnostic and therapeutic 
application of radiant energy, chiefly in the form of roent- 
gen rays, radium and radio-active isotopes.” The group 
refers to radiologic practice as essentially referred practice 
and indicates that the radiologist’s professional contacts 
are with the patient’s referring physician. 

The professional practice of pathology is outlined 
in the Manual of the College of American Pathologists. 
That document indicates that “the basic and guiding 
principle of the pathology laboratory in any hospital 
should be to render the most efficient service with maxi- 
mum economy consistent with the best interest of the 
patient, physician and the hospital. The hospital pathol- 


ogist must continually strive to improve the quality, in- — 


crease the scope and lower the cost of medical care.” 





STAFF STATUS 











Any hospital which engages the professional service 
of a radiologist or pathologist and entrusts the department 
to his care and supervision, should augment such re- 
sponsibility with proper professional status. If the pathol- 
ogist or radiologist is to head the department, he should 
be identified as chief of the department. Assuming that 
the physician accepting such a position is a licensed 
physician and otherwise qualified to practice medicine in 
the state where the hospital is located, he should also be 
given the privileges extended to members of the active 
staff of the hospital. 

One of the areas of contention and misunderstanding 
affecting the relationships between hospitals and medical 
specialists in the past concerns the charge that physicians 
serving in the medical specialities in hospitals occasion- 
ally have been relegated to the status of technicians and 
have not been given the recognition that they rightly de- 
serve as physicians and as chiefs of departments. 

Recognizing the requirements of hospitals and the 
regulations of accrediting organizations in the hospital 
field, the American College of Radiologists has clearly 
indicated in its Guide that “the radiologist in charge of a 
department in a hospital must be a graduate of an ac- 
cepted medical school, duly licensed, in good standing, 
professionally competent and specially trained in radi- 
ology.” 

It further indicates that “he should be a diplomate of 
the American Board of Radiology, preferably certified 
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in both diagnosis and therapy. He should be a regular 
member of the medical staff of the hospital and co- 
Operate with other staff physicians in order to aid in the 
development of the institution.” 

As a chief of a department of medicine in the hos- 
pital, the medical specialist should participate in medical 
staff meetings and in executive meetings of heads of de- 
partments in the hospital. The nature of the specialties 
of radiology and pathology and the work involved in 
these departments brings physicians serving in these de- 
partments in close contact with other departments of the 
hospital. The medical specialist's contribution to the 
effectiveness of medical staff meetings and departmental 
meetings throughout the hospital can be most substantial. 

As a member of the medical staff of the hospital 
radiologists or pathologists are bound by the by-laws of 
the hospital corporation and the medical staff by-laws. 
It is mandatory that medical specialists should conform to 
hospital rules and regulations in the operation of their 
department and in their professional conduct in the hos- 
pital. In this same vein, medical specialists should be 
retained on a year-to-year basis just as other members 
of the medical staff are engaged by the hospital. 

The contract for the professional services of a radi- 
ologist’ or pathologist should contain an option with 
reference to renewal of the contract and staff status, as 
well as a provision regarding discharge from the medical 
staff and release from the obligations of the contract. 





DEPARTMENTAL ASSISTANTS 











The administration of the department of radiology 
or pathology is no longer a one-man operation in many 
hospitals. Tremendous technological and scientific ad- 
vances have made it possible to render services which 
were beyond the grandest dream of medical specialists 
just a few years ago. The growth of these departments 
of medical specialty has necessitated the engagement of 
services of assisting physicians as well as nurse specialists, 
technicians, secretaries and aides. 

We recognize the necessity for professional super- 
vision and control over such employees by the radiologist 
or pathologist who is designated chief of the department. 
If such a medical specialist is to be held accountable for 
the quality of professional service rendered in the de- 
partment, he must have the authority to supervise and 
control the professional practitioners and the employees 
assigned to the department. 

The professional organizations in radiology and pa- 
thology have indicated in their statements of policy that 
“it is most desirable that assistants and employees in the 
departments of radiology and pathology should be in the 
employ of the chief of the department or the group of 
medical specialists operating the department within the 
hospital.” 

In this regard we differ in sentiment. We feel that 
it is to the best interest of the hospital that such as- 
sistants, nurses, technicians and other people in the de- 
partment should be in the employ of the hospital. 

Any trend in departmental relations which would 
remove a certain category of professional and non-profes- 
sional employees from the ultimate supervision and con- 
trol of the administrator of the hospital will always tend 

(Concluded on page 59) 
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BEAUTIFUL EXTERIOR of modern Coromato Hospital in Maracaibo, Venezuela 


Medical Mission Sisters 


and 


The Oil Company 


by EDWARD B. HAUCK e 


New York, N.Y. 





The following article has great value, we believe, as an 
illustration of an unusual and very beneficial relationship be- 
tween a major industry and a religious community. The splendid 
liaison established between the Creole Oil Company and the 
Medical Mission Sisters has resulted in opening modern hospital 
and health facilities to a people who could hardly have hoped 
for such services without the fortuitous association of Creole and 
the followers of Mother Anna Dengel. 





eae YEAR the Society of Catholic 
Medical Missionaries, Inc., whose 
motherhouse is in Philadelphia, Pa., 
assumed charge of a completely 
equipped, 100-bed hospital at Caripito, 
in oil-rich eastern Venezuela. 

With this new facility at their dis- 
posal, the Medical Mission Sisters are 
bringing to the inhabitants of the area 
such services as diagnosis, surgery, ma- 
ternity care, pharmacy, and others, un- 
der the most modern conditions. 

There was no formal dedication 
ceremony when the Sisters took over. 
But the hospital was blessed and 
named “Hospital de La Sagrada 
Familia” (Hospital of the Holy Fam- 
ily). 

It was an occasion for rejoicing. 
But more than that, it was a milestone 
in a most unusual relationship—one 
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between a large industrial firm, the 
Creole Petroleum Corporation, Ameri- 
can-owned and one of the top oil-pro- 
ducing companies in the world, and an 
order of Catholic nuns, the Medical 
Mission Sisters. 

The hospital at Caripito is the sec- 
ond built and originally run by Creole, 
and turned over to the nuns. They 
operate another, larger hospital, “Nues- 
tra Senora de Coromoto” (Our Lady of 
Coromoto) the Patroness of Venezuela, 
at Maracaibo. Built at a cost of $6 
million by Creole, this hospital con- 
tains the latest in medical equipment 
and services. 

At both hospitals the Sisters have 
complete autonomy of operation and 
administration. 

The agreement between Creole and 
the Sisters is possibly unique in busi- 


ness and religious annals. It evolved 
primarily from Creole’s far-seeing poli- 


‘cies and operation in Venezuela and 


the special role of the Medical Mission 
Sisters in the missionary field. 

The company is 95 per cent owned 
by the Standard Oil Company (New 
Jersey), but since its entire productive 
effort is centered in Venezuela, Creole 
until recent years was practically un- 
known in the United States. 

But to the government and the peo- 
ple of the South American country, 


z Creole has done more than its share 


to put meaning and emphasis into “the 
good neighbor policy.” It has demon- 
strated that American know-how and 
capital can be fairly used in develop- 
ing other country's natural resources 
without exploiting its people. On the 
contrary, Creole has shown that these 
resources can be instrumental in gain- 
ing for the people higher standards of 
living and their share of the good life. 

Through good citizenship, the oil 
firm has created a favorable climate 
in which it thrives and grows with 
benefit to all. It has done an expert 
job of business diplomacy which has 
profited the company, added to the 
security of the United States in that 
region, and more, has resulted in amaz- 
ing economic and social advantages in 
Venezuela. 

Creole has been in great part respon- 
sible for introducing into the lives of 
Venezuelan oil workers and their fam- 
ilies such things as modern housing, 
Sanitation practices, education, recrea- 
tion, higher pay, and, of course, medi- 
cal services. To be sure, these benefits 
stemmed from the company’s self-in- 
terest in having a healthy, capable, and 
contented source of personnel. But 
the impact has reached beyond Creole 
and the oil industry with the result that 
many other segments of the population 
are living more useful, fuller lives. 

It is in line with Creole’s broad pol- 
icy of helping to fill the needs of the 
community that the hospitals were 
built. Our Lady of Coromoto Hospital 
at Maracaibo was completed in 1950. 
But the mere construction of an impos- 
ing edifice did not in itself achieve the 
company’s desire of making it available 
to the community. Certain difficulties 
presented themselves. 

In the first place, Creole was in the 
business of producing oil, not running 
a hospital. On the other hand, if the 
institution was to accomplish the com- 
pany aim, then it had to offer to the 
patients the highest possible standards 
of modern methods of medicine. 
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For a year the company studied the 
problem of how the hospital was to be 
administered and operated. Company 
officials arrived at two alternatives. 
First, they could try to operate the hos- 
pital themselves. But in this case it 
meant limiting the facilities to Creole 
employees. Secondly, the hospital 
could be turned over to a private or- 
ganization experienced in hospital 
management, and thus open the doors 
to the people of the region. 

They decided in favor of the latter 
course. Company executives con- 
ferred with a number of organizations 
and authorities in the field of hospital 
management, lay and religious. From 
a welter of opinion and comment, one 
organization was mentioned most fre- 
quently as pre-eminently qualified to 
take over the hospital—the Society of 
Catholic Medical Missionaries. 

A meeting to discuss the possibility 
was held between a Creole representa- 
tive and Mother Anna Dengel, M.D., 
foundress and Superior General of the 
Society, at the motherhouse in the Fox 
Chase district of Philadelphia. 

After some deliberation the Sisters 
agreed to operate the hospital on a trial 
basis for three years. This initial pe- 
riod has long since passed and more 
permanent arrangements are now in 
effect, a testimonial to the Sisters’ abil- 
ities, judgment, and efficiency. 

The Medical Mission Sisters re- 
quested of the company a specific un- 
derstanding that they were to be free 
from any Creole influence whatsoever, 
and that they were to run the hospital 








CONSULTATION TIME at Coromato Hospital as young patients line up for examination. 
One can almost hear the instruction, “Say Aaaah.” 


in the same way as the others they had 
founded and which they own. The 
company accepted the proposal and 
every vestige of Creole including its 
name was removed from the outside of 
the building. 

During their first months in Mara- 
caibo, the Sisters were commonly re- 
ferred to as the “Creole Nuns”. How- 
ever, it was not long before the people 
came to realize that the hospital which 
was now dedicated to their beloved 
Lady of Coromoto was open to receive 
everyone and that the poor were al- 
ways received. Then the Sisters be- 
came, and are still called, the “Coro- 
moto Nuns”. 

To provide its employees with hos- 
pital and clinic services, and to assure 


BREAKFAST TIME at Coromato finds the young patients enjoying a “party” atmosphere on 
the screened verandah. 
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the Sisters a constant source of income, 
Creole pays for the medical services re- 
quired by its employees. Creole’s staff 
doctors use the hospital on the same 
basis, no more, no less, as they would 
do in any private institution. No com- 
pany personnel is on the hospital staff. 

The Medical Mission Sisters looked 
forward to their new challenge in an 
historically old part of the Western 
Hemisphere. Maracaibo, which was 
founded in 1571, is a seaport city and 
the capital of the State of Zulia. It is 
situated in western Venezuela on the 
west shore of a broad channel that con- 
nects Lake Maracaibo with the Gulf of 
Venezuela and the Caribbean. It 
boasts many of the modern conven- 
iences and sparkling new buildings, in 
great part monuments to the boom- 
ing oil industry. 

In recent years, thanks to the ever- 
expanding oil economy in Venezuela, 
Maracaibo has become one of the 
world’s most important petroleum pro- 
duction centers. The city in its his- 
tory has experienced and endured all 
the changing fortunes of peace and 
war. At one time it was even pillaged 
by pirates who sailed those waters. 

In the sands of time, the history of 
the Medical Mission Sisters is but a 
grain compared with that of Mara- 
caibo. But the Sisters in their short 
history of 30 years have piled high a 
record of accomplishments in their 
apostolate of bringing professional 
medical care to the sick and under- 
privileged of this world. 

They have borne witness to millions 
that there is a God of Love who cares 
for all His creatures, all men of all 
races in all climes. This Christian 

(Continued on page 80) 
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Religion’s Relation to Medicine 


Adapted from an address delivered at the 150th anniversary luncheon 
of the Medical Society of the State of New York, February, 1957. 


by VERY REV. MSGR. JAMES G. WILDERS, Director 


LTHOUGH ONLY IN LATE YEARS 
A has the interrelation between 
medicine and religion again been rec- 
ognized by secular institutions of sci- 
ence, we can trace the close relation- 
ship of the two back to the beginning 
of Christianity—and, if we wished to 
go farther back in time, to ancient 
Judaism. For instance, St. Luke, one 
of the four Evangelists, was a doctor; 
St. Blaise, a third-century Bishop whose 
intercession we call upon for afflictions 
of the throat, was a doctor; and Sts. 
Cosmas and Damian, great saints of 
the Middle Ages, were medical doc- 
tors. Down through the ages, the 
Church has always encouraged ad- 
vances in medicine and surgery. 

The present Holy Father, Pope Pius 
XII, has spoken frequently to medical 
audiences. Several of his messages 
during 1956 dealt with “Corneal 
Transplantation and Respect for the 
Dead,” “Heart Disease and the Whole 
Man” and “Marriage and Parenthood.” 
Doctor Paul Dudley White, President 
Eisenhower's heart consultant, was re- 
ceived in audience by Pope Pius XII 
with 25 other noted doctors in May, 
1956. After his return to Washing- 
ton, Dr. White commented, about the 
Pope's paper on heart disease, “It was 
one of the best papers on coronary 
disease I ever heard.” 

In another address to a group of 
American surgeons, the Holy Father 
said: “The French have a word for 
‘hospital’ and we find it still in use in 
your New Orleans. It is Hotel, Dieu. 
What a beautiful connotation is found 
in that name! Hotel-Dieu! God's 
Hotel! The proffered hospitality of 
God.” The Holy Father added: “Doc- 
tors and nurses should always bear in 
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mind that their patient has a task to 
perform in human society and, that 
done, a rendezvous to keep with his 
God.” 

Only with the great emphasis placed 
on psychosomatic medicine within re- 
cent years, have non-sectarian hospitals 
been moved to see the vast importance 
of the role of religion in health. In 
New York City since June, 1952 
(when New York Hospital invited 
ministers of religion to make daily 
visitations to patients), other large 
secular hospitals have followed suit, 
including Memorial Hospital, Presby- 
terian Hospital, Hospital for Special 
Surgery, Vassar Brothers Hospital in 
Poughkeepsie, the Institute for Physi- 
cal Medicine and Rehabilitation. City 
hospitals need not be mentioned be- 
cause, by regulation, they are to be pro- 
vided with chaplains of the three ma- 
jor faiths—Protestant, Jewish and 
Catholic. 


Combine Science, Art 


Dean Atchley, professor of Clinical 
Medicine at Columbia University’s 
College of Physicians and Surgeons, 
wrote an article in the January 9, 1954 
issue of the Saturday Review of Litera- 
ture in which he drew a distinction be- 
tween the art of healing and the sci- 
ence of healing. 

“The art of healing,” he said, “is as 
old as recorded history; the science of 
healing is relatively young and only 
lately stands on its own feet. Medi- 
cine as a whole came of age when the 
stature of the science grew large 
enough for it to combine with the art 
in mutual understanding and respect.” 
He defines the art of healing as the 


@ Hospital Apostolate, Archdiocese of New York 


skillful and creative dispensation of 
relief to the sick of body or heart. He 
defines the science of healing, on the 
other hand, as including “all the rich 
and demonstrable results of the appli- 
cation of men’s intellectual faculties to 
the problem related to health.” 

We, as clergymen, historically, tra- 
ditionally and currently are practition- 
ers of the art of healing. We are not 
trying to play doctor. It is not our 
business to try to play doctor. We do 
want to work hand in hand with the 
medical doctor, uniting the art and sci- 
ence of healing, giving care to the 
whole man, body and soul, in an effort 
to bring return to good health. 

Rev. Dr. Theodore Cuyler Speers, 
rector of Central Presbyterian Church 
in New York City, expressed this idea 
well during a Practitioners’ Confer- 
ence at New York Hospital-Cornell 
Medical Center, in 1954 when he said: 
“It has become obvious that we can- 
not repair men’s bodies and ignore 
men’s spirits. Neither can we rightly 
judge the condition of a patient’s spirit 
unless we are aware of the determina- 
tive factors set up by his bodily mech- 
anism. The physician deals with the 
tangible and I often think he is very 
lucky because he can actually see what 
he is doing. Yet he knows that he 
cannot deal with the tangibles without 
being aware of the intangibles that 
affect his patients. 

“The clergyman deals with the in- 
tangibles and sometimes suffers there- 
from, and yet cannot do so helpfully as 
long as he ignores or is ignorant of 
the tangible. The fact is that we need 
each other. It is not a case of a doc- 
tor or a clergyman. The fact is that 
we need the doctor and the clergyman. 
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That strange, invisible, intangible 
quality, the spirit of man — his 
thoughts, his feelings, his emotions, 
his fears, his hopes, his unconscious 
motivations—impinge upon his body 
and, to some measure at least, condi- 
tion it.” 

The same idea is strongly affirmed 
by the printed statement given every 
new patient at the Royal Victoria Hos- 
pital in Bournemouth, England. This 
statement, signed by the matron, chap- 
lain, medical and surgical staff, reads 
in part as follows: 

“It is the mark of a good hospital 
that its patients should be cared for 
as persons and not as cases. Each hu- 
man being is more than a mere simple 
physical entity. In every individual 
there is a temporary association be- 
tween an immortal spirit and the hu- 
man body and there is intercommun- 
ion between the activities of the spirit 
and an exquisitely balanced nervous 
system which controls the body. 

“The aim of this hospital is the 
complete recovery of the patient so 
that he can go out fully restored, re- 
freshed, reanimated, ready to face life 
without fear and anxiety. The form 
of courage most helpful to recovery is 
that based on trust in God and the 
readiness to accept whatever may come 
and make the best of it. For this 
peaceful and fearless courage, the 
chaplain as well as the other members 
of the team can do much to help the 
patient toward this ideal fulfillment.” 

In this regard, what has the patient 
a right to expect of his doctor? 


Treat the Patient, too 


First, the patient has a right to ex- 
pect that the doctor has faced the basic 
emotional and spiritual problems of 
the sickroom. We are becoming in- 
creasingly aware that we cannot treat 
an illness in isolation from the car- 
rier of the illness—his feeling, his 
fears, his hopes, his faith. Dr. Max 
Pinner has said, “The first need is not 
diagnoses and specific treatment of so- 
called psychosomatic diseases, but the 
recognition—which is not new, but 
so frequently forgotten and ignored— 
that evety disease is psychosomatic, 
that is, that it affects both body and 
soul.” 

Difficult as it is to accept and deal 
with tragic and unpleasant situations, 
the doctor must realize that they will 
be part of his everyday life. Tragedy 
and failure, futility and guilt are em- 


AUGUST, 1957 





retreat conflicts? 





C.H.A. RETURNS TO ATLANTIC CITY 


The 1958 Annual Convention of the Association has been 
scheduled for the second time at Atlantic City, N.J. The time 
has been changed from May to June. 
begin Saturday, June 21, and the General Convention opens 
formally June 23, continuing through Thursday, June 26. May 
we suggest you mark these dates on your calendars NOW to avoid 


Pre-convention meetings 








bedded in the life of every person. Un- 
til the doctor has faced the basic emo- 
tional and spiritual problems of the 
sick and wrestled with them himself, 
he is not capable of giving complete 
care to “living bodies and spirits’— 
to the whole man. 


Relate Man to God 


Second, the patient (if he has re- 
ligious beliefs—and most do) has a 
right to expect the doctor to under- 
stand that religion has to do with 
man’s most basic concern—his con- 
cern with the meaning of life. Re- 
ligion deals with everything that helps 
or hinders the realization of that mean- 
ing. It is man’s attempt to relate his 
life to a Supreme Being. In more 
formal terms, it is “the sum total of 
beliefs, rules of conduct and rites gov- 
erning the relations of man with God.” 

The religious patient believes that 
life has been impregnated with ulti- 
mate meaning. The source of this 
meaning—the sense that life is worth 
living—does not rest in man himself. 
It comes rather from the Creator of 
heaven and earth. 

This confidence in the ultimate sig- 
nificance of life enables the patient to 
find meaning in the most critical situ- 
ation; no experience is capable of shut- 
ting him off from divine recourse. The 
possibility of transforming evil into 
good lies in every circumstance. No 
matter how disruptive an illness may 
be, it can be met with a confidence 
which turns defeat into victory. The 
religious patient believes that God 
strengthens him to meet all situations, 
turning them into creative experiences. 

Third, the religious patient has the 
right to expect the doctor to under- 
stand that for him appropriation of his 
ultimate meaning involves the use of 
certain tangible resources. While the 
content and form may vary, depend- 
ing upon the particular faith, the dy- 
namics behind their observance is the 
same. Man seeks to take part in the 


life of the spirit in order to find the 
completion of his fragmented exist- 
ence. As St. Augustine said in open- 
ing his Confessions, “Thou hast made 
us for Thyself, O God, and our hearts 
are restless until they rest in Thee.” 

These religious resources fall into 
two distinct types. One comprises 
general religious practices and the 
other, special religious practices. In 
the general group are included such 
common experiences as prayer, cor- 
porate worship, reading of devotional 
literature, and a sense of the sacredness 
of such basic experiences as birth, 
life’s ultimate commitment, and death. 

It is in the area of special religious 
practices that the doctor is confronted 
with considerable variety. Each par- 
ticular faith has resources which are of 
special aid to its adherents. For the 
Catholic, the Sacraments (especially 
Confession, Communion and Extreme 
Unction) are very important. To dis- 
regard or minimize their significance 
can produce adverse effects on the 
patient's recovery. Whether one agrees 
with them or not, common courtesy 
requires us to respect them. 


Sense Religious Needs 


Fourth, the religious patient has the 
right to expect the doctor to under- 
stand the extent and limitations of his 
own relationship to him, especially 
when he needs a clergyman’s services. 

The most important factor which a 
doctor brings to a patient is himself. 
What he is strengthens or weakens 
everything he seeks to do for the pa- 
tient. Generally speaking, a doctor 
is not expected to help a patient with 
his spiritual problems except insofar 
as he can enter into a creative, under- 
standing relationship with him. The 
doctor can be of real assistance by 
sensing when the presence of a rabbi, 
minister or priest would be beneficial. 

There are certain special circum- 
stances in which a clergyman can be 


(Continued on page 102) 
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Disaster Roundup: 


Lake Charles, La., Springfield, Ill., Kansas City, Mo. 





RELATIVES CHECKED THE CASUALTY LIST posted on the hospital grounds. For some 
the news meant reunion with loved ones: It confirmed tragic misgivings for others. 


OSPITALS NEVER KNOW when their disaster plans (and each should 
have one) are going to be put to the test—nor how. Cyclonic winds 

may spawn a hurricane in tropical waters and hurl it at the mainland 
hundreds of miles distant. Conditions similar to those producing the 
hurricane may compound its venom by the addition of a tidal wave, such 
as followed “Hurricane Audrey” to the Louisiana coastal area recently. 
Pressures inside a huge black cloud may erupt earthward, thrusting a 
funnel of destruction and death on hapless communities. 

The tragic headlines of the secular press in the past few months 
have graphically emphasized the necessity for a written, tested disaster 
plan in each hospital, no matter how large its bed count nor how urban 
or rural its location. 

HOSPITAL PROGRESS is grateful to the persons who codperated in 
preparation of this ‘Disaster Roundup,” despite conditions which made 
codperation a definite hardship in some cases.* Reports of the disasters 
at Lake Charles, La., and surrounding areas; Springfield, Ill., and Kan- 
sas City, Mo., are included. In addition to the Kansas City report, we 
present an evaluation of the situation there, made by Miss Susan Jenkins, 
executive director of the Kansas City Area Hospital Association, which 
outlines some of the shortcomings of area-wide disaster planning in that 
area. Her report was widely distributed by the Missouri Hospital Asso- 
ciation as a service to members. 


Sister M. Anthony, O.S.F., St. John’s 
Hospital, Springfield, Ill. 

Sam D. Wheeler, Jr., St. Joseph’s 
Hosp., Kansas City, Mo. 


*Mary Byrne Elliott, Lake Charles, La. 
Vito Tamboli, St. Mary’s Hospital, 
Kansas City, Mo. 


St. Patrick’s, Lake Charles 


UNE 27 SEARED ITSELF into mem- 
J ory when Fate took malicious form 
and struck the Louisiana coastline 
with a devastating hurricane. Within 
minutes a gigantic tidal wave took 
an incalculable toll, killing, orphaning, 
wounding and leaving thousands home- 
less. 

At Lake Charles, La., the area me- 
tropolis, the disaster committee's next 
program was, ironically, to have been 
a mock disaster. Not by any stretch 
of imagination could the committee 
have visualized a disaster comparable 
to “Hurricane Audrey,” says Sister 
Mary Emerita, administrator of St. 
Patrick’s Hospital. 

The 135-bed St. Patrick’s is one of 
two hospitals in Lake Charles and 
the only Catholic institution serving 
the city of 63,000. “And yet the pro- 
gram we did have chartered proved to 
be miraculously practical in view of 
the disasters’ phenomenal scope,” Sis- 
ter Emerita said. 

When the plan was formulated it 
was presumed potential disaster would 
come from the oil industrial area, per- 
haps duplicating the Texas City ex- 
plosion and fire. Audrey spread her- 
self over thousands of square miles of 
marshland lying inland from the Gulf 
Coast. She lashed not one but more 
than a half dozen rural Louisiana com- 
munities. Before she spent herself 
more than 300 persons had died and 
loss in livestock and real estate can 
never be truly known. 

Surrounded by a network of water- 
ways, these communities normally have 
easy traffic into Lake Charles by road. 
Covered by the tidal wave which fol- 
lowed Audrey they were totally iso- 
lated. All communication was cut off. 

The fact that communications were 
out for many hours in such an enor- 
mous, involved area makes remarkable 
the functioning of the disaster plan. 
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And citizens of Lake Charles were pre- 
occupied with their own danger. One 
hundred-mile winds were sweeping 
through the city, filling the streets with 
dangerous, impassable debris. Not 
knowing what had occurred below, St. 
Patrick’s Hospital alone had given food 
and shelter to 150 people who sought 
refuge there. 

The first warning of major disaster 
came via a ham radio operator. He 
picked up an appeal of terrific distress 
from the afflicted area and advised the 
area medical coérdinator who in turn 
advised the hospitals. 

It was not until the day after the 
storm struck, however, that the first 
boatload of survivors was brought to 
the Lake Charles docks. About 400 
in number, those needing medical at- 
tention were divided between the two 
hospitals. 

At St. Patrick’s an emergency re- 
ceiving station was set up in the am- 
bulance entrance with the help of 
every civic agency and countless vol- 
unteers. All casualties were in shock 
and needed first aid for abrasions. 
Each was given typhoid and antiteta- 
nus injections. 

Almost all had lost members of 
their family. Some were lone sur- 
vivors. 

A flotilla big enough to have as- 
saulted a beach head in wartime was 
assembled. Hundreds of boats of every 
description were manned and sent into 
the stricken area. They brought out 
thousands of survivors. 

For three days the victims came. 
Army helicopters, army trucks, and 
ambulances made trip after trip as 
the water receded. Twenty-two thou- 
sand persons sought refuge in Lake 
Charles. Most of these were provided 
with some type of hospital service. 

The seriously sick and wounded 
didn’t survive. Therefore compara- 
tively few were hospitalized. Only 
78 were admitted to St. Patrick’s but 
its services were extended in many 
places and ways. 

It fed 1,474 people other than reg- 
ular patients, and gave first aid to 201. 
It was called on for supplies by area 
doctors who moved into the disaster 
fields miles apart from each other and 
in contact only by short wave. It sent 
tetanus antitoxin and tetanus toxide, 
antivenom (crazed moccasins attacked 
many) surgeons’ knives and other 
items too numerous to mention. These 
supplies went by boat and helicopter. 

Supplies were also sent to the tem- 
porary morgue set up at the city docks. 
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No other place could accommodate the 
vast number of dead. Helpful infor- 
mation was immediately relayed that 
aided identification. The fatalities ran 
into hundreds with the final story still 
unknown. 

The hospital and the many agencies 
assigned to assist St. Patrick’s pro- 
cessed untold numbers in untold ways. 
Long queues of relatives sought infor- 
mation. For many the report con- 
tained only tragedy. 

Bulletins, kept scrupulously current, 
were placed on trees in the hospital 
yard to make it easier for survivors 
trying to unite and seeking to learn the 
truth. 

Because “Audrey” was a unique dis- 
aster many services performed would 
not normally be included in a hos- 
pital’s service. Such circumstance em- 
phasizes the need for flexibility in a 
disaster plan. 

Dr. Gordon Holcombe, the hospital’s 
medical coérdinator commented, “The 
people who best know how to handle 
a disaster are the people who have had 
one.” 

With it all housekeeping somehow 
went on at St. Patrick’s and the every- 
day routine was kept surprisingly in- 
tact. But, Sister Emerita said, “If we 
had not had a plan to follow it would 
have been chaos!” 


St. John’s, Springfield 


RIDAY, JUNE 14, 1957, started out 
Pe any of the other days of that 
week at St. John’s Hospital, Springfield, 
Ill. Although a small tornado had 





“We didn’t come out with even two shoes alike,” said Mrs. Curley Miller, on cot. Her hus- 
band and parents, Mr. and Mrs. Rdolph Theriot, escaped with the Millers from Creole. 
(Photo exclusive .for HOSPITAL PROGRESS by Charles Murphy, Lake Charles, La.) 
































































DREAD OF A SHOT is unknown to this tot 
who had spent hours fighting for her life be- 
fore she came to St. Patrick's. She even 
smiles as Sister Emerita injects typhoid se- 
rum. (Photo by Charles Murphy, Lake 
Charles, La.) 


struck the city on Tuesday morning 
and Friday morning had brought a 
severe electrical storm and rain, the 
sky had cleared and gave no promise of 
what was to make the day different and 
memorable. The storm formed very 
quickly and by three o'clock the sky 
was dark as night, the rains came, and 
then the wind rose suddenly. The hos- 
pital escaped damage although trees 
were shattered by destructive wind. 
When casualties started coming into 
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the emergency department, it was evi- 
dent that something was wrong. By 
this time Sister M. Rene, O.S.F., su- 
perior and administrator of the hos- 
pital, was at the emergency rooms and 
ready for action. The City Commis- 
sioner of Health and Safety arrived at 
the hospital to report the city had been 
hit by a tornado. He instructed us to 
prepare for a number of casualties and 
said the situation was bad. 

St. John’s had a disaster or mass cas- 
ualty plan which had been prepared 
but never put into use. The existence 
of the plan paid dividends. As soon 
as Sister Superior knew the situation, 
she notified the hospital personnel that 
we were putting a modification of the 
disaster plan into effect. Almost be- 
fore it seemed possible the word was 
out and many hands were at work in 
all parts of the hospital. In a matter 
of minutes rollaway beds were taken 
out of storage and arranged in a large 
room designated the disaster ward. 

Students had brought the blood pres- 
sure apparatus from their nursing arts 
laboratory. While this activity was 
taking place beds were being set up in 
the hospital, all beds in the Rita Club, 
which houses the advanced students 
and some personnel, were made ready 
to receive patients. Sister called from 
the communicable disease unit of the 
hospital to say that she had a few beds 
which could be used as well as two 
rocking beds. 

The immediate decision was to hold 
these beds in case we admitted patients 
with crushing injuries, or perhaps 
someone struck by a live wire, etc. 
Fortunately it was not necessary to use 
them but they were in readiness 
throughout the disaster period. 








EMERGENCY CARE is administered to a disaster victim by the staff of St. Joseph’s Hospital, 


Kansas City, Mo. 


Simultaneously, changes were made 
in the work and functions of other 
personnel and departments to conform 
to the plan for care of mass casualties. 
Messenger service was set up, extra 
workers helped with registration of 
casualties and many transported pa- 
tients to other departments—x-ray, 
fracture, the emergency disaster ward, 
etc. Volunteers were put to work 
making up casualty lists so that these 
could be given to the switchboard op- 
erator, the press, radio stations, Red 
Cross, etc.; these lists were constantly 
revised and kept current with new ad- 
missions and bed assignments. 

Personnel of the hospital responded 
wholeheartedly. Many who normally 
would have gone off at 3:30 stayed 
because casualties began arriving at 
that time. 

The doctors came quietly and unob- 


trusively, taking over wherever needed. 
One of the first volunteers to offer her 
services was a registered nurse on 
private duty who had worked all day 
and had heard about the casualties. 
Students and graduates showed a true 
spirit of sacrifice and many of them 
stayed on for several hours. X-ray tech- 
nicians stayed until the last picture 
was taken, surgical personnel, tech- 
nologists, therapists, clerical workers 
and others helped or remained to help 
as needed. The Sisters kept things 
moving, seeing that the injured were 
cared for, the grieving ones consoled, 
and that all possible was done to ease 
the burden—even to the cup of cof- 
fee for those who worked and watched. 

Everything was done to care for the 
spiritual needs of the patients. Some 
of the first at the emergency rooms be- 

(Continued on page 114) 
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FRACTURES, CUTS, BRUISES were treated quickly as tornado victims were brought into St. Mary's Hospital, Kansas City, Mo. A smoothly 
functioning disaster plan and cooperation by staff, nurses, Sisters and employees brought compliments from other hospitals in the area. 
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Legislation, Court Decisions Reviewed 


Housing Loans Available 


The latest action of Congress directly affecting health 
and hospital fields is the Housing Act of 1957. This 
law, which was recently signed by the President, con- 
tains an amendment to Title VI, the College Housing 
section of the Housing law. Under Title VI, non-profit 
schools for several years have been securing long term 
loans at an interest rate of 234 per cent for the construc- 
tion of dormitories. The program has been of considerable 
assistance to innumerable colleges throughout the United 
States. 

The College Housing Title now provides that the 
same assistance may be extended to “any hospital op- 
erating a school of nursing beyond the level of high 
school approved by the appropriate state authority, or 
any hospital approved for internships by recognized au- 
thority, if such hospital is either a public hospital or 


"private hospital no part of the net earnings of which 


enures to the benefit of any private shareholder or indi- 
vidual.” 

In short, long term, low interest rate loans may now 
be secured for dormitories for nursing schools and for 
interns in teaching hospitals. For the forthcoming year 
25 million dollars has been appropriated for hospitals. 
The interest rate of the loans remains at 234 per cent. 
When details have been worked out concerning the man- 
ner of application for such loans they will be set forth 
in the next issue of HOSPITAL PROGRESS. 


Draft Curbed in Professions 


In an amendment to the Universal Military Training 
and Selective Service Act which has just been signed by 
the President, it is provided that no person in the medi- 
cal, dental or in the allied specialist categories shall be 
inducted under the provision of the law if he applies or 
has applied for an appointment as a reserve officer in one 
of the Armed Forces in any of such categories and is, or 
has been, rejected for such appointment on the sole 
ground of physical disqualification. The law likewise 
limits the authority of the President to call to active 
duty doctors and dentists who are over the age of 35. 

Another provision was added to the Selective Serv- 
ice Act to the effect that it is the sense of Congress that 
the President shall provide for the annual deferment 
from training and service of the numbers of optometry 
students, premedical, preosteopathic, preoptometry and 
predental students, at least equal to the numbers of male 
students in these categories at colleges and universities 
in the United States at the present levels as determined 
by the Director of Selective System. The substantial 
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amendments contained in the amendments to the Selec- 
tive Service Act are incorporated in Public Law 85-62, 
85th Congress. 


Charitable Immunity Upheld 


In the last issue of HOSPITAL PROGRESS reference 
was made to the action of the New York Court of Ap- 
peals abolishing the principle of charitable immunity. 
Undoubtedly this will have a profound effect on many 
other jurisdictions. However, the first case decided sub- 
sequent to the decision of Bing v. Thunig was that ren- 
dered by the Connecticut Supreme Court. In the case 
of McDermott v. St. Mary's Hospital, the Court reviewed 
the whole doctrine of charitable immunity. It stated 
that: 

“As late as 1955 an effort was made in the Leg- 
islature to change the law, and the bill was reported 
unfavorably. The rejection by the Legislature of a 
bill designed to over-rule a legislative precedent by 
legislative enactment furnishes strong reason for 
the Court’s refusal to reverse the precedent.” 


Staff Privilege Prerogative 


Another case of interest to hospitals is that of Glass 
v. Doctors Hospital, 131 A. 2d 254. This involved the 
right of a charitable hospital to refuse to renew staff priv- 
ileges of a doctor who had originally owned the hospital 
but had conveyed all of his interest to the hospital cor- 
poration. The court declared that: 

“The action of the hospital was in no way arbitrary 
or capricious and that the record is replete with evi- 
dence that the doctor was an obstacle to the control 
of the hospital by the board, that he was not amen- 
able to discipline, and that his presence led to in- 
harmonious working of the hospital.” 


It was urged by the doctor that his dismissal was 
invalid because it was without notice to him and that 
he had no opportunity to be heard. In response to this 
argument, the court observed that the by-laws of the 
medical staff provided that appointments should be for 
the calendar year, that the doctor was not dismissed dur- 
ing the year but merely notified that his year-to-year 
privileges would not be renewed. The court stated: 

“In such cases, no notice other than that given 
to the doctor and no hearings are required.” 


Damages Awarded Specialist 


The case of Straus v. North Hollywood Hospital, 309 
(Concluded on page 86) 
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Meet the Challenge 


An address delivered at the Boston College School of Nursing, May 4, 1957 
by MOST REV. RICHARD, J. CUSHING, D.D., LL.D., @ Archbishop of Boston 





ja pubic celebration of a 10th anniversary is a notable event. It is a salute to success, the success, usually, of a joint 
undertaking directed to a common good. The stretch of 10 years is sufficient span for the seeds of an enterprise or of a 
movement to germinate and send up its shoots in declaration of its nature and in promise of future growth. Ten years are 
long years when they are beginning years and at the end of them one knows whether the seeds have been worthy of the 
time and care which have been bestowed upon their cultivation. 

The 10th anniversary is not complimented by the name of costly metal or precious stone. It is, rather, the tin—and more 
recently the aluminum—anniversary. It is down among the materials of which the tools of industry are made. It is the 
anniversary of the worker—of the worker in his first working years when he is gauging his own potentialities, hitting, as it 
were, his own stride. The congratulations which are tendered upon a 10th anniversary are not only cordial and enthusi- 
astic; they are tender and affectionate. They are the congratulations of an older generation meant to cheer and encourage 
youth to spend itself in noble and purposeful effort. 

Today, then, we come together with affectionate enthusiasium to congratulate the Boston College School of Nursing 
on its 10th anniversary, to hail Boston College for its generosity in undertaking the foundation of the School, to praise 








the School of Nursing for 10 splendid years of existence and accomplishment. 





1S goa LIKE MEDICINE, is as old as the human 
race. There were always nurses. For century after 
century they learned their skill in hut or home and they 
exercised it whenever and under whatever circumstances 
they saw their neighbor in need of solace and care. 
Hospitals were established in the early middle ages and 
nurses went into them. These nurses were home-trained, 
generous men and women, leisured aristocrats or peasants 
and artisans giving a few hours at the end of a long day 
of toil. 

Then came the nursing Orders, first the Brothers, 
later the Nuns. Not so very long ago hospitals decided 
to develop a nursing profession, to set up their own sys- 
tems of training, their own nursing schools. Experimen- 
tation with curricula and methods followed and finally, 
in the early years of this century, the three-year nursing 
course evolved, with examinations, certification and reg- 
ulation by accrediting agencies and boards. 

The three-year nurses training schools have gradu- 
ated and are still graduating magnificent nurses, capable, 
well-trained, cultured young women, able to take their 
places in sick room or hospital and assist the physician 
with good all-round techniques to bring his patient 
through to happy days of health. “Why, then, must the 
young aspirant to the profession of nursing spend extra 
years and take a degree of Bachelor of Science when 
heretofore the hospital training school has carried the 
burden of nursing education efficiently and more eco- 
nomically?” 

The answer to this question is five-fold and comes 
out of changed conditions in medicine, nursing, educa- 
tion, society and with Catholics, the corollary that edu- 
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cation of every kind and grade should have its foundation 
in religion. 

First, the progress in medicine suggests collegiate 
education for nurses: miracle drugs and other new, not 
yet fully tested medical discoveries require a constant watch 
by a nurse with extensive scientific knowledge—a knowl- 
edge which comes most easily, and perhaps best, from 
laboratory and classroom study. Experience will supple- 
ment this study but can hardly supplant it—certainly can- 
not supplant it until the vigorous years of youth have 
passed, for these are the years which must themselves be 
invested if experience be compounded into education. 

Second: the nursing profession took on new roles, 
some of which would require college courses. The serv- 
ices of nurses were called for in public health, industry, 
experimental medicine, medical research, and in the old 
but now more exacting fields of supervision, training and 
teaching. 

Third: secondary education began to push upward 
into college many cultural subjects which it once con- 
sidered its own province. A new generation of pupils, 
at about the same time, began to use the afternoon hours 
in part-time jobs and the evening hours in front of radio 
or TV. They found less time for study in high school 
years, gained less perspective on the world and the uni- 
verse, less intellectual training, less maturity. The ac- 
quisition of broad, general knowledge, of ability to think 
well, of a mature point of view on one’s self in relation 
to the world are essential foundation material in the edu- 
cation and training of nurses. 

Fourth: Society has explored its own complexities 
for us in new studies and new methods of study on the 
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college level: living in our age of transition calls for 
knowledge of these complexities if we are to function 
at our best as citizens of the City of God, if we are to 
make our lives count as an influence in gathering society 
into the fold of Christ's followers. 

Fifth, and of most importance: Every Catholic should 
study and understand his religion at the highest intellectual 
level to which his ability admits. We believe that it is 
best for both the individual and the Church that its edu- 
cated children should attend a Catholic college. 

Some colleges are not free to emphasize religious 
values; others have no definite science of theology. We 
have, and we have an obligation to avail ourselves of it. 
We cannot impose majors in religion and philosophy 
upon the student nurse, but we can provide her with 
enough basic knowledge to give her an intelligent un- 
derstanding of her Faith on an adult, not a catechism level. 
We can put into her hands the tools with which she can 
construct her own Catholic way of life in the nursing 
profession. 

Moreover, the Catholic college school of nursing 
sends its graduates out in possession of a definite moral 
code. It is the code of ethics derived from God's law, 
preserved, explained, and applied by the teaching authority 
of the Church. It governs the whole life of every in- 
formed and earnest Catholic; it governs the Catholic 
nurse’s career. From this code can be drawn the secrets 
of human happiness and of social betterment in accord- 
ance with the Revelation and the teaching of Christ on 
the rights of God and the rights of man. 

The pagan movements of planned parenthood, abor- 


‘tion, sterilization, euthanasia and the rest, are exposed 


by the Catholic moral code in their full anti-social and 
anti-personal cruelty and wickedness. Catholic nurses, 
perhaps more than any other professional men or women, 
excepting only the physician, need a clear grasp of ethics. 
Certainly they need good Catholic training, and are most 
fortunate if they are in a college which is intent upon their 
acquisition of it. Religion may never be relegated to a 
position of secondary importance. 

College course for nurses should not then be con- 
sidered as the three-year training school course with cer- 
tain other cultural subjects in addition. The college 
course is designed—must be designed—to give a fuller 
deeper professional training along with a moderate meas- 
ure of liberal arts. Hospital training schools are on an 
entirely different basis. In these, student nurses devote 
much more of their time and strength to carrying the 
hospital’s load of nursing hours. The college course, on 
the other hand—each year of it—allows the student much 
more opportunity for study. The nurse who becomes a 
bachelor of science has failed if her total acquisition of 
professional knowledge is no greater than if she had 
attended a hospital training school. 

A comparison between the, nurse graduated from 
college and the nurse graduated, from a nurses training 
school is not made by looking d*twn a ladder, much less 
by looking down a nose. Rather is the comparison as 
between an oculist and an aurist. Each has pursued a 
different course—of different length, possibly—in order 
to reach his own highest level of usefulness in different 
areas of the medical field. So with nurses. Unless a 
nurse understands this, she will miss the point of her 
training. 
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We expect college-trained nurses to be intellectually 
more developed from the standpoint of religion and phi- 
losophy, and we also expect them to be professionally 
more thoroughly and broadly prepared. The high school 
student enrolling for a basic program has a right to expect 
a much stronger professional content than she could ob- 
tain in a diploma program. It is not enough merely to 
add cultural and religious subjects; the difference lies in 
the character of the education, not in the number of 
subjects. 

Students should explore wider interests of their pro- 
fession and know the manifold directions in which it is 
moving. These interests embrace every phase of work 
which the Bachelor in Science in the field of nursing is 
called upon to perform: teaching, administration, super- 
vising, leading, directing for government, industry, insti- 
tutions, wherever the nurse with special training in her 
profession may be needed. 

This emphasis on professional growth in the col- 
lege—and this attention to a more comprehensive nurs- 
ing education is not in any way an implication that other 
phases of nursing and nursing education should be aban- 
doned. The diploma nurse and the practical nurse will 
still carry the greater part of the labor of nursing and 
those among them who have been trained by our nursing 
sisterhoods carry their burden in awareness of their spir- 
itual relationships and their religious obligations. It is 
simply that time or other limitation denies to them the 
opportunity and the luxury of a more complete education. 

They are the “doers” of Christian nursing. In order 
that they may be guided, taught and inspired, we must 
have instructors and supervisors who, being blessed with 
a richer background of Christian wisdom and scientific 
knowledge, may teach more effectively. These latter must 
come from our colleges and universities. That any nurse, 
however, should feel that cultural, academic courses can 
offset the requirement for top professional performance 
is indefensible and shows a complete misconception of 
her own career and of the Catholic way of life. We value 
highly our religion courses and our philosophy courses. 
But to take refuge behind them rather than to pursue a 
stiffer nursing course is to prostitute religion. It is to 
lower the motivation for professional work. 

A good Catholic nurse is not a compartmentalized 
individual. Her religion and her nursing are one. She 
cannot discharge her obligations as a Catholic nurse if 
she has neglected to develop herself to her professional 
capacity any more than she can hope to discharge her 
duties as a Catholic nurse if she has neglected to under- 
stand and develop herself according to the truths of her 
religion. 

Here I may draw a rather obvious parallel from 
medicine. I respect greatly my Catholic doctor if he 
lives a fine religious life—if he is ethical in his practice. 
But if in caring for me he is notably deficient in his 
knowledge of medicine, I do not want him as a doctor. 
If he is to blame for that deficiency, then he is morally 
responsible for his failure to his patients. If the insti- 
tution which graduated him, through negligence, gave 
him a second-rate education, then its administrators are 
responsible before God for his neglect. 

Nursing is both a vocation and a profession. Surely 
no one would deny that it is a real vocation, that there are 
few more efficacious ways in which any person can fol- 
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low the apostolic precepts of Christ than the way of 
ministering to the mental and bodily needs of Christ's 
poor, sick and suffering. And yet that same person 
“angle of mercy’—to use an historic phrase—at every 
moment should be discharging the rigorous, demanding 
duties of a profession. 

Those responsible for her education must first recog- 
nize clearly that these two concepts of nursing are dis- 
tinct; each is tremendously important; they are compati- 
ble, they are capable of achievement in one and the 
same individual. If we deny or even seriously doubt that 
it is possible to educate a young woman for both the 
vocation and the profession of nursing, we should close 
our Catholic nursing schools at once. 

If, on the other hand, we accept this first principle, 
then we must develop a program which provides ample 
opportunity for the attainment of these two sets of ob- 
jectives and for an integration and balance between the 
two. A half-hearted attempt to achieve either the spir- 
itual objectives of the nursing vocation or the educational 
objectives of the nursing profession can never be justi- 
fied on the grounds that the one is necessarily and de- 
liberately being sacrificed in favor of the other. 

No, the Catholic nurse is a reality only when she 
has been trained to the intelligent, fervent, effective dis- 
charge of her duties both as a woman who is doing a 
special work for Christ and as a member of a profession 
who is discharging most exacting professional tasks in a 
most satisfactory manner. 

Not long before World War II, when Catholic col- 
leges were just entering the field of higher education for 
nurses, we were slow and hesitant and halting because of 
the misinformation and at times the opposition that de- 
veloped from the traditional schools of nursing. These 
so-called diploma schools offered a course of training that 
lasted for two or three years. They were necessary in the 
past; they will be necessary at all times. They have grad- 
uated exemplary Catholic nurses. Some have entered the 
religious life to dedicate themselves and their talents to 
God; others have entered the state of matrimony and 
founded good Catholic homes and the remainder have 
followed nursing as a career. 

But times, we know, have changed and with them 
hospitals, medical science, costs and techniques. It be- 
came apparent that if we were to keep pace with new poli- 
cies in the medical education, research and nursing, the es- 
tablishment of more Catholic Colleges of Nursing could 
no longer be delayed. 

In the New England area, as in some other areas, we 
were not meeting the challenge. Our hospitals were being 
modernized and well staffed professionally, our hospital 
schools of nursing were multiplying, so were the educa- 
tional facilities for interns and resident doctors. But no- 
where could we see signs of local Catholic colleges plan- 
ning for the schools of nursing that were so necessary for 
training of specialists for newly organized health services. 
This situation was of only a little more than a decade ago. 

Concerned about the problem, I conferred with the 
then rector of Boston College, the Very Reverend William 
L. Keleher, S.J., as to the establishment of a school of nurs- 
ing. Boston College accepted the challenge. In Sep- 
tember, 1947, the five-year course leading to a degree 
of Bachelor of Science in Nursing and a Diploma in 
Nursing was opened to qualified high-school graduates 
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.... Today the Boston College School of Nursing is the 
only school of this kind under Catholic auspices in this 
ACA ....0:s 

I speak now to dedicated young people, students in a 
school of nursing still in its infancy, who are among the 
pace-setters of the Boston College School of Nursing. 
Your four years must now strengthen the school by build- 
ing up the tradition that its course calls for serious study 
and concentration of effort, and later you must become 
assets by going out into positions where your services 
will glow in an aura of culture and knowledge, skill and 
efficiency. 

You owe to your school the establishment of a repu- 
tation for graduating superbly trained nurses; you owe 
to God, to the Church, and to yourselves the unfolding 
of your career in its double aspect of vocation and pro- 
fession.. Your nursing education is costing you more 
in time, in money, perhaps in effort, than it would have 
in a hospital training school. Make it count. You had 
a high purpose in choosing the college; don’t lose sight 
of that purpose nor permit its light to be dimmed. * 





ACCREDITATION REPORT . 





CCORDING TO A RECENT ANNOUNCEMENT by the 
National League for Nursing, the accrediting serv- 
ice boards of review have granted full accreditation to 18 
Catholic schools of nursing. Meeting in May, the board 
of review for collegiate programs approved three basic 
degree programs for full accreditation, including approval 
as preparing for beginning positions in public health nurs- 
ing and granted the P.H.N. approval to previously ac- 
credited programs in two Catholic colleges. At the June 
meeting of the board of review for diploma programs, 
15 Catholic schools of nursing received full accreditation. 
Included are the first Catholic school of nursing to re- 
ceive full accreditation in the States of Kansas and West 
Virginia. 
The following is a summary of the current N.L.N. 
accrediated status of Catholic schools offering basic pro- 
grams: 





Full accreditation 139 schools 42.7% 
Temporary accreditation 159 schools 48.9% 
No national accreditation 27 schools 8.4% 

TOTAL: 325 schools 100.0% 


Of the 42 basic degree programs, 21 or 50 per cent now 
hold full accreditation including 13 (or 30.9 per cent of 
the 42 programs) with the approval for public health 
nursing. Of the 287 diploma programs offered by Catho- 
lic institutions, 120 or 41.8 per cent are fully accredited. 
Recently approved Catholic schools are: 


Diploma Programs 
Providence College of Nursing, Oakland, Calif. 
Sisters of Charity of Providence, Sacred Heart Province 


St. Joseph’s College of Nursing, San Francisco, Calif. 
Franciscan Sisters of the Sacred Heart 
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St. Francis School of Nursing, Wichita, Kans. 
Sisters of the Sorrowful Mother of the Third Order of St. 
Francis 
Nazareth-St. Joseph Infirmary School of Nursing, Louwis- 
ville, Ky. 
Sisters of Charity of Nazareth 
St. Anthony’s School of Nursing, Lowisville, Ky. 
Poor Sisters of St. Francis Seraph of Perpetual Adoration, 
Immaculate Heart of Mary Province 
St. Elizabeth’s School of Nursing, Boston, Mass. 
Sisters of St. Francis of the Third Order of St. Francis 
St. Anne’s School of Nursing, Fall River, Mass. 
Dominican Sisters of Charity of -the Presentation of the 
Blessed Virgin Mary 
St. Francis School of Nursing, Breckenridge, Minn. 
Franciscan Sisters of the Immaculate Conception 
Holy Name School of Nursing, Teaneck, N.J. 
Sisters of St. Joseph of Newark, St. Joseph’s Province 
St. Joseph’s School of Nursing, Elmira, N.Y. 
Sisters of St. Joseph (Rochester, N.Y.) 
Misericordia School of Nursing, New York, N.Y. 
Sisters of Misericorde 
St. Rita’s School of Nursing, Lima, O. 
Sisters of Mercy of the Union, Cincinnati Province 
St. Joseph’s School of Nursing, Fort Worth, Tex. 
Sisters of Charity of the Incarnate Word, San Antonio 
Province 
St. Benedict’s School of Nursing, Ogden, Utah 
Sisters of St. Benedict 
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St. Joseph’s School of Nursing, Clarksburg, W. Va. 
Sisters of St. Joseph of Wheeling 


Degree Programs 


Mt. St. Mary’s College, Department of Nursing, Los Angeles, 
Calif. 
Sisters of St. Joseph of Carondelet, Los Angeles Province 
—basic degree program (approved as preparing for begin- 
ning positions in public health nursing) 
St. Joseph’s College Division of Nursing, Emmitsburg, Md. 
Daughters of Charity of St. Vincent de Paul, Eastern 
Province 
—basic degree program (approved as preparing for begin- 
ning positions in public health nursing) 
Duquesne University School of Nursing, Pittsburgh, Pa. 
Holy Ghost Fathers 
—basic degree program (approved as preparing for begin- 
ning positions in public health nursing) 


Additional approvals to institutions previously granted full 
accreditation: 


Incarnate Word College Department of Nursing Education, 
San Antonio, Tex. 

—approval as preparing for beginning positions in public 
health nursing added to a fully accredited basic degree 
program. Initial approval of general nursing program 
including the public health approval. 

Seattle University School of Nursing, Seattle, Wash. 

—lInitial approval of general nursing program, including 
the public health nursing approval. 





LAW FORUM—Regan 
(Concluded from page 47) 


to impair the authority and control of the administration 
within a hospital. We recognize the necessity for a pro- 
fessional evaluation of the qualifications of assisting physi- 
cians, nurses and technicians by the radiologist or pathol- 
ogist who is assigned as chief of the department. 

In the last analysis, however, we frequently find it 
necessary to insist that people working in a department 
of medical specialty in the hospital should be employed 
and discharged by the hospital and not by the medical 
specialist. 





FISCAL ARRANGEMENTS 











In our discussion regarding anesthesiology we indi- 
cated that there is a clear and sharp trend towards a fee- 
for-service arrangement between anesthesiologists and pa- 
tients who receive the services of such medical specialists 
in our hospitals. We find that there is no such clear and 
distinctive trend with reference to financial compensation 
for radiologists and pathologists. 

In the statements of policy which represent the po- 
sitions of the professional associations in radiology and 
pathology it is made clear that, whatever the arrange- 
ment may be in a particular hospital, there must be no 
exploitation of the physician, patient, or the hospital. 
Both of these professional associations have indicated that, 
whenever it is possible to do so, a fee-for-service arrange- 
ment should be the basis of the compensation which the 
radiologist or pathologist receives for his professional 
services. 

There is no doubt that such an arrangement does 
clearly identify the medical specialist as an independent 
practitioner and removes any question of doubt as to 
his relationship with the hospital. Experience indicates 
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there are many variations in fiscal arrangements between 
hospitals and medical specialists. Probably the most com- 
monly accepted arrangement today is a percentage ar- 
rangement with a guaranteed minimum base compensa- 
tion for such professional services. 

We have seen fewer straight salary arrangements in 
recent years than has been the case in the past. An 
analysis of the relative merits of one form of compen- 
sation as opposed to another will demonstrate that the 
salary arrangement is least desirable from the point of 
fairness to the parties entering into the contract. The 
percentage arrangement, whether it be a percentage of 
the gross income or a percentage of the net profit, provides 
a great deal more flexibility. 

In recent years there has been an increasingly higher 
percentage of leasing arrangements between hospitals and 
radiologists and pathologists. This is particularly true 
with reference to the radiology departments. We are 
reluctant to endorse this form of arrangement between 
hospitals and medical specialists for the same general rea- 
sons that we oppose employment of nurses and tech- 
nicians in the medical specialty departments by the chief 
of the department. 

When such a department is leased from the hospital 
it has the outward appearance of a department within 
the hospital, operated by physicians and employees who 
are apparently working for the hospital. In fact, the de- 
partment is not operated by the hospital but by a lessee 
or group of professional people who are engaged in 
operating the department for personal profit, notwith- 
standing their desire to render a high quality of profes- 
sional service. 

There is also the calculated risk that as one depart- 
ment after another within the hospital is leased to pro- 
fessional groups, the administration of the hospital merely 
has a rental or landlord control over such departments, 
reducing the efficiency of administration. * 
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Hi! I just came back from playing golf with Father Schultz, 
Dr. Ferry and Jack Hite. The medic took us all, but was very 
gracious about it. He said to Father Schultz, "Don't worry, 
Father, some priest will be burying me, one of these years." 
Naturally, I couldn't resist the old quip, "Well, even then, it 
will be your hole." 

Sister Stella Marie has been named chairman of the local 
hospital council's committee for correlating the nursing services 
of the community's general hospitals and convalescent homes. 
She's been interested in this for some time, but everybody seemed 
so tied up with their own little problems that the broad vision 
somehow got lost. One of our hospitals in the next town over 
tried it last year but they restricted their efforts to a con— 
valescent home run by the same community of nuns and there was no 
over—all plan coming down from the motherhouse so I think they're 
right back where they started from. Sister Stella Marie has 
avoided that particular snag. 

She went right to Mother and put the blue-print on the table. 
Mother, of course, gave her the high sign. In fact, it was she 
who suggested that if more efficient cooperation between these 
two elements of a community's health service was what the best 
minds in hospital administration desired, the Sisters' hospitals 
and convalescent homes should lead the way. So they're calling a 
meeting next month, and all convalescent homes, rest homes and 
homes for the aged have been asked to have representatives there, 
on a voluntary basis, of course. 

It's a tricky problem all right and it involves everything 
from economics to defining what a chronic patient is. I sometimes 
think the current standard is age. The patients are old. The 
personnel are old. The methods are old. The buildings are old. 
‘Sort of a mutual euthanasia. 

I often think of what Margaret Foley told me a few years 
ago. It was her opinion that what was needed in these institu- 
tions were a few qualified persons who recognized all sides of the 
problem of the chronically ill. I feel sure that if our Catholic 
health workers restrict their investigative interests only to the 
acutely ill that we're missing the boat and probably neglecting 
the aged Christ. 

Oh, yes, I think I'm going to apply for an R.N. one of these 
days, honoris causa. I caught an infiltration on a surgical 


patient down on Second West last Thursday and I'm getting quite 
expert in directing ladies—in-waiting and their anxious spouses to 
the proper department. All in a day's work, I guess. 

August's big affair is our outdoor living Rosary on the feast 
of the Assumption. It's held in front of our Lourdes grotto. 
Our students in their uniforms take the Hail Marys and we borrow 
six girls in formals from the local parishes for the Our Fathers. 
Msgr. Reardon from St. Patrick's gave the sermon this year and he 
tied in the Assumption theme very nicely with the care of the 


sick. 
By the way, what are you using that Madonna stationery I sent 


you for your birthday for? Meditation themes? It was meant for 
correspondence. In Christ, through Mary, 


A 
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by LOUIS S. SMITH, M.D., Pathologist e 


OME MEDICAL LIBRARIES are good; 
._~ not so good. Some are di- 
rected toward the purpose for which 
they are intended, and some seem to 
have just grown up, like Topsy. 

What comprises a library—a librar- 
ian, some space, and some reading ma- 
terial? They're hardly enough. People 
must use the library. I think, really, 
it’s easier to obtain the former than 
it is to obtain the latter. I wish that 
I could direct most of this discussion 
to Mothers General or Provincials or 


Visitatrices, because I am only out- 


lining some of the problems which li- 
brarians know they have. For those 
who contemplate a move, an expan- 
sion, the possibility of re-locating the 
library or altering it in some way, I 
offer these thoughts. 

Since the prime purpose of a library 
is that it be used, I believe that if 
it is located conveniently it will be a 
tremendous help. A good library, 
which is used, elevates medical staff 
standards, and certainly the elevation 
of the work of the medical staff is one 
of the major factors in improving pa- 
tient care. 

Who uses the library? Student 
nurses—if there are students, will go 
wherever the library is. Who else will 
use the library? Interns, Residents, 
the house staff, perhaps some medical 
students, will use it. They, too, are 
all over the hospital. Interns, like- 
wise, are everywhere. They will find 
the library wherever it is. If they 
don’t, I shall suggest a “gimmick” you 
can use to lure them. 

The persons who should, in my 
opinion, use the library most are the 
attending staff. If I were planning a 
new hospital, I would put the library 


Adapted from an address delivered at the 
42nd Annual Convention of The Catholic 
Hospital Association, Cleveland, May 28, 
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right at the, entrance to the doctor's 
parking lot. It would be glass-enclosed, 
with large acoustic tile walls. It would, 
perhaps, cause them to reflect, “Oh, 
there’s the library—Oh, Oh, I meant 
to look up that periorchitis—that case 
I have upstairs.” My library would be 
very convenient, not hidden up on the 
ninth floor, or way back on an alley, 
but right where the doctors enter. 
(This may be on an alley, but that’s 
fine, if the doctors enter that way.) I 
would have doctors’ call lights or 
whatever system is used located right 
at the library, so that they have to 
come by there. 

Another very important factor is the 
librarian. She is, in fact, the key to 
the success or failure of a library. 
A good librarian is not one who is 
only half-interested in her job—not 
someone suffering arthritis, who would 
like to be doing dietary work but who 
has been “shoved” into the library. 
She is a person who sees the library 
as a positive vocation, a real apos- 
tolate. 

Librarians should be energetic and 
happy. Most everyone fears librari- 
ans. I think from childhood we carry 
something deep in our subconscious 
that makes us so. We couldn't find a 
book—or we were three days late and 
owed three cents a day—or something! 
We walk into a library prepared for 


a sibilant caution, “Don’t say anything, 


don’t talk too loud, don’t whisper, 
don’t smoke.” If a librarian should 
greet us with a smile, we might blurt 
happily, “Holy Whiz!” 

The staff at St. Paul’s hospital con- 
tributes money each year for the li- 
brary fund. A committee of four doc- 
tors encloses checks with the letter and 
the appeal. The check is made out. 
Doctors have only to sign it. (Pos- 
sibly in a moment of abstraction— 
‘nothing like gimmicks!) We have 
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480 doctors at St. Paul’s and they con- 
tribute an appreciable sum for the 
library. 

I would propose another “radical” 
idea. Rerum Novarum and Quad- 
ragesimo Anno are Papal encyclicals 
which say that each of us will do his 
job better if he feels that it’s his per- 
sonal job, that it belongs to him that 
he is somehow sharing in the controls, 
ownership, management or profits. I 
know of no library which has a profit 
to share, really. 

Might it not be better, however, if 
doctors would contribute money not 
to buy books, but, rather, to pay the 
librarian’s salary? I think it would 
effect a fortuitous personal involve- 
ment. When a doctor entered a li- 
brary, the librarian would be moti- 
vated immediately if she saw him as a 
man contributing to her own support. 

This would not usurp administrative 
authority. The administrator would 
still sign the check. A considerable 
number of people seem to think this 
an excellent idea, As a matter of fact, 
I wish hospitals would devise a bonus 
system under which librarians would 
get three cents extra for each person 
who entered the library. I favor any 
device to convince librarians that it 
is to the attending staff they must ap- 
peal most. 

One of the “gimmicks” I promised 
to lure interns is to put their mail 
boxes in the library. There are two 
places where interns can always be 
found—the dining room and the mail 
room. Mail pigeon-holes could be 
placed in the anteroom of the library 
to good advantage. 

We should remember that use of 
the library is an idea too often transi- 
tory. We mean to look up some- 
thing, but we forget. But if we are 
reminded, if it is made convenient, by 

(Concluded on page 122) 
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Medical Research in a Catholic Hospital 


COMPLETE PHYSICIAN practices 
A the healing art, serves as teacher, 
and acts as steward of medical knowl- 
edge which he faithfully strives to en- 
large. However, most practicing physi- 
cians are kept busy serving their pa- 
tients and need to be encouraged and 
assisted in developing their natural in- 
terest for original medical investiga- 
tion. 

Independent public hospitals have 
given little encouragement to medical 
research among their staff physicians. 
The Government and Foundations 
have preferred to foster a growing 
medical research cult among doctors 
associated with government and medi- 
cal schools. There has been an at- 
tempt to force medical progress by lav- 
ish expenditure of money but this has 
been thwarted by the law of diminish- 
ing returns. It has changed the em- 
phasis from a problem stimulating the 
worker to a sheltered worker seeking 
a problem. The separation of private 
practicing physicians from their role 
as medical researchers is one big rea- 
son for the copious output and im- 
practical content of most medical 
papers. 

Most large city hospitals are strug- 
gling to get resident physicians but 
many do not realize that a medical re- 
search department vitalizes teaching 
and helps to make a hospital more at- 
tractive to prospective candidates. A 
combination of the all-important sick 
patient and those qualities of mind 
that are developed by physicians en- 
gaged in competitive private practice 
produces results in medical research 
that are practical and certainly more 
economical. The small field of highly 
technical research will always require 
the facilities of specialized institu- 
tions. 

Providence is one large city in- 
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dependent hospital that has had a suc- 
cessful medical research program for 
the past six years. The program is 
operated by private practicing physi- 
cians who have cooperatively done 
medical research and made worthy con- 
tributions to medical knowledge. 
Providence Hospital administrators 
have appreciated the value of medical 
research and given necessary support. 
This research department has strength- 
ened cooperation between the medical 
staff and hospital administrations in 


¢ furthering their common purpose— 


better patient care. 

The plan for developing a hospital 
department of research originated in 
the department of medicine, which 
also assumed the responsibility for its 
development and financial support. 
For many years several qualified staff 
internists had interpreted the electro- 
cardiograms taken in the hospital. 
These internists agreed to give their 
services free. The hospital agreed to 
credit half of each electrocardiogram 
fee to a medical fund to be operated 
as a charitable trust. 

A separate Committee of Research 
and Publication was established by ac- 
tion of the entire medical staff. It 
was provided for by an amendment to 
the hospital's constitution. This agree- 
ment included the following paragraph 
with some additions which have been 
found desirable in light of the years’ 
experience: 

The Research and Publications Com- 
mittee shall consist of three members ap- 
pointed by the Chief of Staff, one member 
for two years, one for four years, and one 
for six years. As terms of office expire 
candidates shall be nominated by the Re- 
search and Publications Committee. Nom- 
inees for this Committee must have pub- 
lished an original medical paper within the 
five years prior to their nomination and be 
the author of two or more original medi- 
cal papers, other than case reports, that 
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have been published in nationally carcu- 
lated medical journals. A nominee's 
medical bibliography shall be presented 
with his name at the annual staff meet- 
ing with election by majority vote. 

This committee shall be empowered to 
accept and act as custodian of funds, dona- 
tions or physical facilities for the pur- 
poses of performing medical research in 
Providence Hospital and it may issue pub- 
lications. 

This Committee may accept funds from 
individuals, Foundations, and medical staff 
departments where such contributions are 
restricted to (1) individual problems, (2) 
use of individual physicians, and (3) phy- 
sicians of a department of the medical staff. 

This Committee shall pass judgment on 
the worthiness of research problems when 
presented to them by members of the Hos- 
pital and Resident Staff and may allocate 
such financial assistance as they deem ad- 
visable. An affirmative vote by two mem- 
bers shall be necessary for Committee busi- 
ness. 

The Committee shall make at least an 
annual financial report and individual re- 
ports to contributors of funds.” 

The Research Committee adopted 
the following regulations for stimulat- 
ing, controlling, and assisting medical 
research and they were circularized 


among the staff doctors. 

“The purpose of the newly created Re- 
search Department of Providence Hospital 
is to provide technical facilities and when 
advisable monetary assistance to staff mem- 
bers and resident physicians who have 
acceptable research problems. ‘The fol- 
lowing rules will facilitate the handling of 
research problems and _ protect special 
but important interests of other hospital 
departments. 


(1) Any member of the active 
Hospital staff, intern or resident phy- 
sician who wishes funds or the use of 
research laboratory facilities for con- 
ducting medical research may apply on 
a standard application form which 
is available in the research laboratory. 

(2) The Research Committee will 
act promptly on all applications but 
approval of problems will also depend 
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on the availability of funds and tech- 
nical help. 

(3) The Research Committee will 
discuss a problem and work with an 
applicant if requested and give all aid 
possible to an investigator. 

(4) The investigator(s) shall as- 
sume complete responsibility for the 
care of all patients who are being 
studied and the investigation shall not 
conflict with the general hospital rules 
and policy. 

(5) No technical data obtained 
through the research laboratory shall be 
transcribed on a patient’s hospital 
chart. 

(6) All routine laboratory studies 
that are necessary for the general 
care of a patient must be performed in 
the hospital clinical laboratories. 

(7) The facilities of the research 
laboratory are only to be used for ap- 
proved problems of medical investiga- 
tion. 

* (8) All bank checks shall be signed 
by the Secretary-Treasurer and one 
other member of the Committee. The 
Treasurer is authorized to open a bank 
account under the name of “Research 
and Publications Committee of Provi- 
dence Hospital.” 

(9) The purchase of laboratory 
equipment and supplies shall be made 
through the purchasing department of 
Providence Hospital on requisition 
forms properly authorized by the Com- 
mittee and the Hospital shall be reim- 
bursed for such purchases. 

(10) The employees in the De- 
partment of Research and Publications 
shall be hired and their salaries paid 
by the Hospital's Personnel Employ- 
ment Office and the Hospital shall be 
reimbursed by this Committee. 

(11) All the equipment and sup- 
plies shall remain permanently in the 
Department of Research and Publica- 
tions but be the property of Provi- 
dence Hospital. 

The medical research committee has 
received the monthly income from the 
medical department trust fund and 
maintained a bank account for pay- 
ment of research department expenses. 
All grants-in-aid received from founda- 
tions or other sources have been dis- 
bursed and accounted for by the re- 
search committee. An annual report 
has been submitted to the members of 
the internal medicine department and 
to the general staff. 

The hospital originally provided 
three rooms with about 500 square feet 
floor space and later made available a 
small out-patient department. The lab- 
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oratory equipment was purchased out 
of the research fund which has also 
equipped a conference room with 50 
opera type upholstered seats, movie 
projector, baloptican, screen, and other 
requirements for presenting papers or 
lectures. 

The research department is under 
the supervision of a technical director 
who has his Ph.D. in chemistry and is 
assisted by a research technician with 
special training in the use of research 
instruments. For most routine labora- 
tory studies the hospital’s clinical lab- 
oratory has been used. The x-ray de- 
partment has codperated free of charge 
with our research patients. 


Patients Benefit 


The research department has con- 
tributed in many ways to improve pa- 
tient care. Medical literature has been 
constantly searched and abstracts made 
and filed on special-punched quick ref- 
erence cards which permit rapid access 
to the latest information on medical 
subjects under study or of special medi- 
cal importance. This information is 
made available to any staff physician 
who has an unusual medical problem. 
Any uncommon chemical study or 
analysis which holds research interest is 
performed such as for lead, silica, 
beryllium, magnesium, or quantitative 
electrolyte balance studies with assist- 
ance continuing in the treatment and 
progress control of unusual disease 
problems. 

This research department is different 
in that its work is done and its ex- 
penses are paid by a group of doctors 
who are primarily engaged in private 
medical practice. No prime investi- 
gator receives any pay and the medical 
research originates from problems that 
arise in a doctor’s daily medical care of 
patients. The wedding of practical 
medical experience with the spontane- 
ous unpaid search for needed useful 
medical knowledge has made this de- 
partment worthwhile. 

In six years it has made at least 10 
contributions to medical knowledge. 


Several have been considered important 
enough to receive special recognition. 
A published paper on the electrolyte 
content of heart muscle in congestive 
heart failure brought its authors an in- 
vitation from the National Research 
Council to prepare and edit the section 
on human and animal heart muscle 
chemistry for their forthcoming 
“Handbook of Biological Data”. 


Advances Shared 


Six papers have been published on 
the comparative chemotherapy of 
rheumatic fever including salicylic acid 
and nine related compounds. Three 
new compounds have been found that 
are superior to salicylic acid. More 
basic studies have been published in 
two papers that have given synthesis 
of superior and new anti-rheumatic 
phenolic compounds. The first pub- 
lished report on the successful in-vivo 
dissolution of metastatic calcium in 
humans was reported from this lab- 
oratory. 

The department of anesthesiology 
has added important discoveries on 
continuous spinal anesthesia and the 
obstetrical department has published a 
paper on the gas analysis of blood from 
infants who were born by caesarean 
section which has added important 
new knowledge about this procedure. 

The latest publication from this de- 
partment has presented a new theory 
and therapeutic approach to athero- 
sclerosis with clinical evidence to sup- 
port its value in angina pectoris and 
other forms of occlusive vascular dis- 
ease. 

The amount and practical character 
of the original contributions from this 
research laboratory have proved that 
private practicing physicians, when as- 
sociated with a large independent hos- 
pital, can, and we believe they should, 
resume their duty as searchers for new 
medical knowledge that will add to the 
welfare of their patients. * 





; = ARE NO MORE “de- 
livery rooms” at St. Thomas Hos- 
pital, Akron, Ohio. Rooms 
formerly designated as such are 
now called “birth suites.” Ad- 
ministrator Sister M. Fabian 
made the change, she said, be- 
cause “You should always keep 
a distinction between delivery of 
packages and those from heaven.” 
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Inservice Education and Training 


A paper given at the C.H.A. Nursing Service Institute, 


by SISTER M. 


ICTURE YOUR HOSPITAL 10, 15 or 

20 years ago as compared to today. 
Recall the personnel policies, the kinds 
of nursing personnel, the student nurse 
programs then and now. Contrast the 
average patient stay past and present, 
the methods and techniques of treat- 
ment used. Compare equipment, time 
and labor-saving devices then and now. 
The nursing service department, too, 
has probably revised policy manual and 
job descriptions, among other innova- 
tions. 

Probably in every instance men- 
tioned the progressive administration 
of your institution has seen to the 
adoption of the newer methods of 
treatment, equipment and physical fa- 
cilities, including perhaps even a new 
wing. But in all honesty, we must 
admit to ourselves, all is not well in 
nursing service. 

It is a reasonable assumption that di- 
rectors are aware of increased stresses 
and changes in implementing nursing 
service, but perhaps they do not really 
know what the difficulty is, except may- 
be shortage of prepared and/or will- 
ing workers. 

It is further assumed that everyone 
has heard the terms “changes in mod- 
ern nursing,” “inservice education,” 
“need for managerial skills,” etc.; that 
many even use them loosely, with a 
“tongue in the cheek” attitude and se- 
cretly yearn for the good old days when 
“nurses really nursed.” 

One further assumption is that di- 
rectors have heard or read something 
about the need for inservice education 
as a means of helping overcome some 
of the problems in nursing service. 
But perhaps many regard it as a nebu- 
lous phrase, hard to reduce to a prac- 
tical, concrete entity. 

Considering the situation objec- 
tively, let us ask ourselves the ques- 
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tions: Is nursing different today? Are 
the demands on nursing service dif- 
ferent today? The philosophical an- 
swer may be given that real nursing, 
the spirit of nursing, must never 
change. Amen—so be it! But no one 
could be so blind as to be unable to 
see the vastly different circumstances 
under which nursing is performed to- 
day. 

Hospitals have changed so rapidly 
through the war and post-war years 
that the hospital personnel has had dif- 
ficulty in keeping abreast of changes. 
Buildings have been expanded and new 
equipment developed to meet patient 
care needs. Medicine and medical 
techniques have changed. Many vari- 
eties of personnel have been added to 
hospital staffs. 

Attitudes toward supervision have 
undergone metamorphoses, adjusting 
to mecessary changes in the pattern 
of labor-management relationships. 
Even patients themselves seem to have 
changed in their expectations toward 
medicine and members of the healing 
professions. New approaches, it must 
be admitted, are necessary in patient 
care. Other developments accentuate 
problems in modern nursing service. 

Changes in the educational system 
are sometimes regarded with a skepti- 
cal eye. It is not always possible for 
graduate nurses to accept the relatively 
easy and pleasant life that student 
nurses lead today, when they remem- 
ber the hardships of their own train- 
ing. Some seriously doubt whether the 
young nurse is as dedicated to, or re- 
spects her profession to the same ex- 
tent as do those who have made sacri- 
fices for it. The increased number of 
non-professional and auxiliary help is 
not always accepted. While profes- 
sional nurses admit auxiliary help is 
good, there sometimes is the implica- 
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tion that aides work primarily for 
wages and without the sense of high 
calling which a good nurse brings to 
her tasks. 

Two elements may be identified here 
which complicate the relationship be- 
tween nurses and auxiliary workers— 
one might be termed status anxiety 
and the other the nurse’s lack of prepa- 
ration for supervisory duties. 

Hospitals, their boards and admin- 
istrators, have been worried about the 
tremendous increases in the cost of 
providing care. This cost has been, 
and still is, rising faster than the cost 
of other goods and services. New and 
more expensive drugs, new and elab- 
orate diagnostic procedures, early am- 
bulation and shorter hospital stays, 
more hospital personnel per patient— 
from 151 to almost 200 per 100 pa- 
tients in the past seven years—higher 
wages, increasing costs of supplies, 
have all combined to add to the cost 
of hospitalization which the patient 
or his family has to meet. 

Administration in nursing service 
has taken on new and enlarged dimen- 
sions. No longer does the hospital and 
the nursing service tend to run itself, 
based upon traditional factors, pro- 
cedures, and behavior patterns. In- 
deed, hospital operation today is the 
fifth largest industry in the nation and 
the nursing service department has the 
largest share of the budget and the 
largest number of personnel. We can 
no longer afford to ignore knowledge 
and skills in management as developed 
in industry and the business world. 

Emphasis on inservice education is a 
national trend in big business and in- 
dustry today. Industry found it neces- 
sary to supplement formal education 
by developing on-the-job training pro- 
grams to meet the need for more 
skilled and specialized personnel on 
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all levels. The large numbers of un- 
skilled workers employed in factories 
during the war served as an incentive 
to industry to develop on-the-job train- 
ing in the skills so urgently needed in 
wartime production. The responsi- 
bility for these training programs has 
largely been assumed as a management 
function. Business firms find it a good 
investment to expend large sums of 
money in the development and prep- 
aration of supervisory and executive 
personnel. If hospitals could have 
enough highly skilled professional 
nurses, then the comprehensive care 
needed might be given. 

We also know, however, that there 
are not enough highly skilled profes- 
sional nurses to give complete nursing 
care to all those who need such care. 
Our problem, therefore, is one of di- 
viding the nursing activities among 
nursing personnel with varying degrees 
of training. 


For Hospitals, Also 


The acceptance by management of 
responsibility to train the large num- 
ber of unskilled personnel now em- 


_ployed in hospitals, as part of admin- 


istration, brings the health field into 
line with industry. It enables hos- 
pitals and other health agencies to uti- 
lize the methods and experiences which 
industry and education have already 
developed. Effective personnel pro- 
grams appear to be essential not only 
to control hospital costs, but also to 
assure that hospital service can be 
maintained even at present levels. All 
of the systematic approaches to more 
effective utilization of personnel which 
have been developed in other areas of 
enterprise must be considered with a 
view to their practical adaptation to 
hospital conditions. 

Nursing service is the provision for 
and the administration of safe, ade- 
quate, economical and Christlike nurs- 
ing care of the sick in all hospitals. 
Bur, “All’s not well in Nursing Serv- 
ice.” 

A case history may help to create a 
common ground for thought: A nurses’ 
aide, still rather new at her work, 
paused hesitantly at the threshold of 
a patient’s room. The supervisor had 
told her to give two pills to “that 
woman in 408,” but there were two 
patients in the room. Finally, she ad- 
vanced resolutely, and addressed the 
woman in the first bed: “You must take 
your medicine now.” 


The patient, who had been dozing, 
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opened her eyes. “But I don’t take 
any medicine,” she protested groggily. 
“Oh yes you do. Please!” The pa- 
tient muttered grumpily, but complied. 
Back at the nurses’ station, the aide 
told the supervisor what had happened, 
and the latter laughed, “That was the 
wrong patient, you ninny! Oh, well, 
it won't do her any harm .. .” 

This actually happened in a repu- 
table, large Catholic hospital. There 
is no need to belabor the point that 
the incident might have had a very 
different ending. The supervisor's 





BETTER NURSING—Team Nurs- 
ing will be the subject of an in- 
stitute sponsored by Loyola Uni- 
versity School of Nursing (Chi- 
cago) September 9-13, 1957. 
Write to Essie Anglum for de- 
tails. 











light-hearted attitude in the face of in- 
complete instructions was hardly war- 
ranted, nor may we explain the in- 
cident away because a nurses’ aide was 
involved. Sad to say, we don’t believe 
this an isolated incident confined to 
one institution. 

No one in any way concerned with 
nursing service in any hospital can 
afford to take for granted that patients 
receive the best care of which the in- 
stitution is capable. 

The fact of the matter is we do take 
things for granted, and there lies a 
basic fault. Traditionally, we in Cath- 
olic hospitals have prided ourselves, 
and with reason, on the quality of our 
patient care, our deep sense of respon- 
sibility for the patient’s total welfare 
and the loving kindness with which 
we treat him. In many cases, we have 
come to take for granted that our high 
principles are being translated into ac- 
tion, forgetting that the price of qual- 
ity service, like that of liberty, is eter- 
nal vigilance. 

The administrator and the director 
of nursing service of the hospital in 
the above case history have, we are 
sure, the highest ideals and the best 
intentions. They would be shocked 
and unbelieving if they knew about 
the conditions described— but their 
lack of knowledge does not absolve 
them from guilt. The awesome moral 
and legal responsibility which the hos- 
pital assumes the minute a patient is 
admitted should suffice to affirm that 
no one should ever be allowed to give 
any type of patient care without prior 
training. But it happens! 


In determining a practical way of 
setting up an inservice education and 
training program, a conflict presents 
itself when applying concrete steps of 
approach, until it becomes apparent 
that the problem is two-fold. One— 
meeting the needs of present nursing 
service staff members and, two—plan- 
ning for new staff members. 

Since the present staff would con- 
stitute the majority group anyway, it 
may be reasonably anticipated that the 
best effects are obtainable if the inserv- 
ice program is designed to meet first 
the needs of the present staff. The 
inservice program for auxiliary person- 
nel is presented first. 

Develop a common body of knowl- 
edge expected in all auxiliary or non- 
professional personnel. The length 
will vary with the particular institu- 
tion. There is no magic length or 
amount, but probably eight to 16 hours 
of basic class or conference would be 
satisfactory. Content would include 
such data as personnel policies, person- 
nel relations, public relations and du- 
ties and functions. 

The main objective or purpose of 
this basic course will be to bring all 
auxiliary staff to a common ground 
of information and general manual 
know-how. Perhaps a washable em- 
blem sewed on uniforms will serve to 
reward or designate achievement of 
satisfactory completion. Recognition 
should be in accordance with the pur- 
pose: specific training for a specific 
job in a specific institution. 


Continuing Education 


This basic course should be followed 
by monthly or bi-monthly conferences 
which would keep this basic knowl- 
edge before employees, increase the 
application and broaden their ability 
to apply it in daily work. Workers 
should participate in discussion of 
problems or be enabled to seek infor- 
mation. Opportunity to discuss situa- 
tions met in rendering patient care 
should be allowed, to help increase un- 
derstanding of patient needs and how 
these may best be met. Auxiliaries 
should also be taught their role in new 
treatments and procedures. 

These bi-monthly or monthly con- 
ferences, held on duty time, should be 
scheduled so that consistent attendance 
can be required. 

After the present staff has been 
taught the basic course suggested 
above, it might well become the orien- 
tation course required of all new 
nurses’ aides. Upon completion of the 
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course they would then attend the reg- 
ular monthly or bi-monthly confer- 
ences. 

Content for the basic course outlined 
should be a product of the joint efforts 
of selected representatives from ad- 
ministration, supervisors, head nurses 
and staff members. 

Periodic evaluation of the perform- 
ance of auxiliary workers should be 
done by the supervisor and/or head 
nurse and staff nurses with whom the 
nursing aide is working. A standard 
performance check-list or rating scale 
should be developed to meet the needs 
and should be filled out three or four 
times a year. 

New aides should be carefully 
screened and evaluated for levels of 
ability, based on a background of ex- 
perience and recommendation. There 
are three general methods of orienta- 
tion to the clinical unit. One method 
is to assign the new aide to a unit for 
observation to allow her to become 
familiar with the physical facilities, to 
have opportunity to read policy man- 
uals, etc., with mo patient care assign- 
ment. Another method assigns the 
worker to assist another qualified per- 
son in performance. Method three is 
assignment of the new worker to two 
or three uncomplicated patients. 

A sound approach to be considered 
is to designate certain clinical units, or 
a unit, as a training section. Thus all 
new nurses’ aides would be orientated 
to clinical performance on the training 
section; staffing the unit or section 
with qualified supervisors, head nurse 
and staff professional nurses prepared 
to do the clinical supervision needed 
for training the new employee for 
eventual placement elsewhere. 

We have considered the inservice 
education and training program for 
the nonprofessional worker of the 
nursing service staff. Now let us con- 
sider the professional members of the 
nursing service staff. Most will agree 
that the auxiliary worker will be as 
safe as the supervision and leadership 
of the professional nurses to whom 
she looks for guidance and direction. 

In general it is reasonable to assume 
that employment practices for profes- 
sional nurses. for general duty, are 
fairly well established. Orientation for 
the newly-employed registered nurse 
is somewhat less complicated to plan 
for. Because of this and with no in- 
tent to minimize its importance, it is 
not included in this presentation. 

Professional nurses, as a rule, do not 
find it hard to complete well the care 
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of a specified number of patients. It 
is difficult for them to be given the 
responsibility of care of patients 
through others. It is the rare hospital 
nursing staff today that has enough 
registered nurses to assign them direct 
patient care of three, to five or six per 
registered nurse per eight hours. The 
picture is probably more like this; for 
a 25 to 40 bed unit: 


Morning—R.N. Head nurse plus 
1 or 2 R.N.’s for medications and 
treatments, plus 2 or 3 nurses’ 
aides and maybe some students. 

Evening—R.N. Charge nurse — 
maybe one R.N. and 2 or 3 nurses’ 
aides. 

Night—R.N. Charge nurse and 1 
or 2 nurses’ aides. 

(Continued on page 108) 








JOB ANALYSIS workshops participants at Mercy Hospital, San Diego, Calif., represented four 
Western States. 


Job Analysis Workshops Enter Second Phase 


WO WORKSHOPS in Job Analysis 

and its uses for hospitals were 
completed as part of the summer pro- 
gram of activity in Personnel Services. 
Mercy Hospital, San Diego, Calif., 
played host, June 24-29, to a group of 
21 hospital representatives from Cath- 
olic hospitals in Arizona, California, 
Oregon and Washington. The Seneca 
Hotel, Rochester, N.Y., was the scene 
of the second summer workshop, July 
22-26, attended by 25 participants 
from Pennsylvania, New Jersey, New 
York, Massachusetts, Michigan, Wash- 
ington, Washington, D.C. and Ontario, 
Canada. 

These workshops are designed to en- 
able the participants to return to their 
hospitals with the practical “know- 
how” of conducting a job analysis pro- 
gram, preparing job analysis informa- 
tion, and extracting from the data 
what is needed for many vital person- 
nel administration functions, includ- 
ing job specifications, proper job classi- 
fications and job titles, physical exam- 
ination essentials for proper employ- 
ment and placement, physical demands 
data for selective placement of the 
physically handicapped, job descrip- 


tion, training outlines, etc. Special 
emphasis was placed on a planned pro- 
gram of wage administration includ- 
ing job evaluation, performance ap- 
praisal and development of a wage 
policy. 

Conferences on job analysis were 
conducted by John G. Turner, consult- 
ant to management, Columbus, Ohio, a 
specialist in the area of job analysis. 
W. I. Christopher, Director, Personnel 
Services, Catholic Hospital Association, 
conducted the conferences dealing with 
the phases of wage administration. 

This workshop is the second phase 
of the continuing education program 
in hospital personnel administration. 
The preliminary course is a full week 
workshop in the scope and develop- 
ment of a hospital personnel program. 
Chicago will be host city to the fifth 
workshop in this basic series, Septem- 
ber 9-13. 

Inquiries to the Central Office will 
aid in determining the need for a con- 
tinuation of this program and suggest 
other locations. Two other programs 
of this type were conducted last Jan- 
uary in Columbus, Ohio and Boston, 
Mass. * 
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Keeper of the Keys 


by JOHN T. JAMES e 


EW BUILDINGS come equipped 
with a multitude of keys. Older 


facilities have probably hundreds of 
doors with keys to match “somewhere.” 
Proper key control has long been a 
problem one for administrators. Keys 
accumulate rapidly, and it is easy to 
place them aside without proper iden- 
tification until the need for a certain 
key arises. Then a harassed admin- 
istrator may find keys in the backs of 
drawers, in cigar boxes, and even lying 
on shelves in closets. In many cases, 
hours of searching, guessing, and ac- 
tually trying keys in various locks is 
required. Because of haphazard meth- 
ods valuable keys are often lost, and 
worthless keys are kept indefinitely, 
creating costly confusion. 

It is conceivable that each year many 
thousands of dollars are spent for locks 
and keys to furnish privacy or secure 
valuables. When the population was 
scattered, buildings small, and man- 


" agement more personal than it is today, 


the control of keys offered no prob- 
lem.: A “key rack” furnished by the 
local carpenter with hooks and paper 
identification tags for keys solved most 
requirements. 

With advent of the “skyscraper,” the 
hospital for hundreds of patients, the 
school for thousands of pupils, etc., the 
problem of maintaining locks and 
handling and controlling keys became 
a major problem. There is nothing 
extraordinary today about having ac- 
cumulations of thousands of locks in 
one institution with two to five times 
that number of keys. The mere hous- 
ing alone of these accumulations of 
keys becomes a confused and confus- 
ing problem. 

It was found that a more compre- 
hensive and systematized method of 
housing and controlling was needed. 
A simple, easily-operated system that 
would eliminate the confusion and lack 
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of control of the older methods and 
reduce the rising costs of lock main- 
tenance was imperative. 


Executive Office Control 


To obtain continuity of control and 
the best results from any systematic 
method of handling keys, all authori- 
ties are unanimous that key mainte- 
nance should be placed in the execu- 
tive offices. Cabinets should contain 
a reserve pattern or “Record” key to 
every lock in the building, or build- 
ings, all duplicate keys not issued to 
departments, employees, or tenants, 
and finally the signature receipts for 
all keys issued. 

There should be centered supervi- 
sion, the issuance of keys to, and their 
recovery from departments and indi- 
viduals and the ordering of necessary 
additional duplicates. This control 
should include not only the entrance 
and room keys but keys to all locks, 
files, desks, cabinets, etc. In the past, 
because of the unsightly appearance 
and space-wasting properties of the 
wall hanging key cabinet, maintenance 
and control of keys has been delegated. 
Some administrators sent keys to the 
engineer's quarters, or piece-meal to 
the various departments, with the re- 
sults that no greater measure of control 
was exercised than dictated by the per- 
sonal interest of the department head. 


Visibility 

Since time immemorial, keys have 
been hung on hooks and modern ex- 
perts have found no better way of han- 
dling them. This follows the modern 
business trend of maintaining visibly 
all business records that permit it. 

To save space, efforts have been 
made to file keys in envelopes or on 
cards in card drawers or cabinets. But 
experience has proven that keys can 


not successfully be controlled in blind 
files. A key once misfiled in an en- 
velope is lost for all practical purposes. 

To enhance visibility, increase effi- 
ciency, and assist control, use a small 
label pocket behind and above the 
hook. Into this insert a heavy paper 
printed label to identify that hook nu- 
merically with a room or locker num- 
ber or a numerical cross index. It 
promotes easy filing—easy finding. 

The one great item in the expense 
of maintaining an accumulation of 
locks is caused by loss or unavailability 
of all keys to a lock, or the possession 
of only badly fitted duplicates. This 
lack of keys with which to operate 
locks in large installations, necessitates 
employment, on part or full time basis, 
of an expert or semi-expert locksmith 
to change or repair locks and fit and 
refit keys. 

In small installations it causes end- 
less confusion, annoyance, delay, and 
expense. This can be _ practically 
eliminated by making provisions to 
always retain one original manufac- 
turer's key to each lock. This key 
should be preserved as a “reserve- 
pattern” or record key in the master 
file. It should always be available in 
case of an emergency and be returned 
to the master file immediately after use. 
From this “pattern” key additional 
extra keys may be cut as needed. It 
has been found that keys made from 
extra keys are a source of trouble and 
expense. A key cut from an extra 
(that in turn was made from an extra) 
will often jam a lock. All extra keys 
should be either purchased direct from 
the manufacturer or cut from an 
original key, 

To distinguish these “pattern-keys”, 
provide a permanent locking marker 
with a clasp which, once locked on a 
key, cannot be removed except by in- 

(Concluded on page 124) 
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CONVENTION REPORT 


A Budget - - WHY? 


by PETER A. VOLPE, M.D., Administrator 


T HESE ARE DAYS of spiraling costs. 
According to trends forecast by 
private and governmental agencies, we 
can expect a continued rise in the for- 
seeable future. Each dollar expended in 
the operations of hospitals will obtain 
fewer services, less supplies. Concur- 
rently, we are faced with constantly in- 
creased demands for greater services 
for patients, and support of new, mod- 
ern, medical and surgical techniques. 

The increase in the number of births 
and the span of life means that we shall 
provide these services for more people 
in the future. It is a foregone con- 
clusion that we must institute sound 
fiscal policies and business practices in 
order to pursue a common endeavor 
as efficiently as possible. We strive to 
get the sick or injured patient well and 
back home into his community in the 
shortest time, and at the lowest cost 
possible. 

I am aware of the great responsibil- 
ity which purchasing agents have as 
members of the vast hospital manage- 
ment team. We must employ every 
tool of management which will aid in 
attaining our mission of service. It 
has been proven that a well conceived, 
planned, and administered budget is 
invaluable in hospital operations. 
Everyone of us is a budgeter, whether 
or not we have a prepared, written 
budget, or one which exists solely 
within our mind. 

“What, then, is a budget?” 

If this question were propounded to 
each member of a group, there prob- 
ably would be as many definitions 
forthcoming as there are persons in the 
gathering. 

Recognizing that it could be defined 
in various ways, a budget can be de- 


Adapted from an address delivered at the 
42nd Annual Convention of the Catholic 
Hospital Association, Cleveland, May 28, 
1957. 
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fined simply as “A coérdinated plan of 
financial action for a definite future 
period of time”. While this definition 
is short, a breakdown of its component 
parts could lead us into every aspect of 
the administration of a hospital. 


A Coordinated Plan 


Department heads and other key 
persons engaged in the preparation and 
implementation of the operating bud- 
get must understand the purpose and 
the scope of this procedure. Attitudes 
and a spirit of codperation will play a 
vital role in attaining success in the 
venture. The hospital’s primary reason 
for existence should dominate the 
thinking of all who plan a budget. In 
coérdinating the budget process, time 
will be required. Plans made in haste 
will too often spell defeat. 

We must establish clear-cut lines of 
authority and responsibility, keep nec- 
essary records, and gain the support of 
all members of the organization. Co- 
Ordination of the smaller plans of de- 
partments into one larger operating 
budget will result in maintaining a 
proper balance of activities, greater 
harmony, and preventing the “empire 
builder” from enlarging his share of 
the plan to the detriment of others. 
Past, present, and future activities of 
the hospital, by departments, will need 
critical analysis. 

The many activities and complex or- 
ganizational structures of hospitals de- 
mand efficient management. Efficiency 
can best be attained by many minds 
working together toward a common 
objective. To arrive at this objective, 
it is imperative that it be based on a 
foundation of sound organization. 

By following lines of organizational 
authority from the bottom upward in 
preparation of a budget, we can co- 
Ordinate all activities of the hospital 
into one organized effort. Each super- 
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visor can review the planned efforts of 
his charge objectively, and can elim- 
inate any duplication of effort before 
it occurs. In turn, the supervisor on 
the next level of management can re- 
view the planned efforts of the activi- 
ties under him, and thus all the way 
up the line of the organizational struc- 
ture the budget can be reviewed ob- 
jectively. ; 

After the hospital administrator has 
received and reviewed the budget, all 
duplication of effort can be eliminated, 
and it can be determined that all serv- 
ices necessary to be performed by the 
hospital are planned. It can be said, 
then, that the budget provides a means 
of coérdinating all efforts of the hos- 
pital in advance of the service to be 
performed. 


Financial Action 


In this portion of the definition, it is 
inferred that a sound financial plan is 
needed in order to support the use of 
personnel, supplies, and money in 
everyday hospital activities. Simple, 
easily understood records and reports 
will make forecasting more realistic. 
We cannot afford to guess and grope 
blindly into the future. This pro- 
cedure is fraught with too much dan- 
ger to the hospital. 

There is a challenge to all of us in 
trying to predict finances to maintain 
a smoothly operating and well bal- 
anced hospital, but if we know the past 
and present well enough, the challenge 
can be met more easily. The financial 
action plan thus becomes a servant, 
rather than the master. In estimating 
expenses anticipated by the hospital de- 
partments, both minimum and _ ade- 
quate requirements should be given. 
In other words, we should know how 
much is “essential” and how much is 
“desirable” to maintain departmental 
efficiency next year. 
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Inseparable from the financial action 
is a planned staffing pattern. It would 
seem impossible to plan financing with- 
out knowledge of such things as: 
a) How many nurses will be required 
to staff wards to assure a high standard 
of nursing care to patients? b) How 
many supervisors and head nurses will 
there be and at what salary level? c) 
How many employees are required in 
the Admitting office? d) What sub- 
stitutions will be made for critically 
short categories of employees, and what 
impact will this have on the total sal- 
aries for each department affected? 

It is estimated that 65-75 per cent of 
the total hospital budget will be in 
salaries. This is a major portion of 
the funds available. It will pay valu- 
able dividends to meticulously plan for 
effective utilization of employees. 
Here, particularly, we can ill afford 
waste or duplication. Leadership and 
enlightened supervision are the skills 
needed in this area, and this suggests 
that it is economical and advantageous 
to consider placing adequate salaries in 
the budget to attract and hold top qual- 
ity supervisors. 

After determining needs for the 
operation of the hospital, we then 
must have a plan financing these opera- 
tions. Now comes the point common 
to all—when apparent needs have been 
determined and compared with avail- 
able finances—and the two don’t recon- 
cile. The budgeter must go back, re- 
view, and eliminate those “nice to 
haves” from the essentials in plans, 
until needs balance with available fi- 
nances. When this has been accom- 
plished, there emerges a plan for finan- 
cial action. 


Definite Period of Time 


By establishing a definite period of 
time, comparisons can be made with 
other like periods of the past. By 
analysis, one can develop trends and 
patterns which may be used in plan- 
ning budgets of the future. The dollar 
is not a stable means of measurement, 
as it may at times buy less or more 
services and supplies. This must also 
be taken into consideration. The 
budget will establish the future objec- 
tive and end result of the period for 
which planned. In reviewing plans 
for period-to-period operations, we can 
show whether our mission has been 
fulfilled, and if not, what changes may 
be desirable. 

The budgeter must have a definite 
period of time in mind, in order that 
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he can estimate for the future. Allo- 
cations from the legislature and private 
endowment agencies are usually for a 
year. The expected accrual of revenue 
from patients and other sources must 
also be estimated for this same period. 
In order to keep a budget in balance, 
we must estimate expenditures over the 
same period of time as receipts. This 
is why I incorporated as the last com- 
ponent part of my definition of a 
budget, “a definite future period of 


time”. 


Purpose of A Hospital Budget 


Fundamentally, the purpose of a 
hospital budget is to find the most ef- 
ficient course through which the efforts 
of the organization may be directed 
and to aid the administrator in holding 
to that course. Established policies are 
implemented. If clearly defined poli- 
cies are lacking, a purpose may be 
served by forcing the establishment of 
them. 

The budget is a comprehensive plan 
which has been prepared by thoughtful 
forecasts and estimates, and tells where 
we have been, where we are, and where 
we are going. Another purpose may 
be the need for breaking with tradi- 
tion, and to prevent the serious crises 
which often develop when there is no 
written plan. Properly used, a budget 
will foster an acceptance of policies 
and plans, and gain the codperation of 
staff and other employees. 


What are the chief functions of the 
budget? There is established in ad- 
vance the objective, or end result, of 
the budget period. The objective of 
University Hospital is to provide con- 
stantly improved service to its patients 
at the lowest operating cost possible. 
The budget provides us with a means 
of coérdinating the activities of all the 
departments. We can determine what 
funds will be needed, and be in a posi- 
tion to interpret these needs to the 
Governing Board and others in the 
Community, who will be interested in 
finding ways and means to meet them. 

The budget determines the limit to 
which expenditures and commitments 
can be made for salaries, equipment 
and supplies. The function of the 
budget is to provide us with a codrdi- 
nated plan of financial action to meet 
our objective for a definite future pe- 
riod of time. Once that period be- 
comes history, we can compare it to 
the actual performance and thus aid 
in evaluating ourselves, our organiza- 
tion, and our budget. 

The question to be answered in this 
critical review is—“has our objective 
been met”? The evaluation is inval- 
uable in new future planning since, 
“Experience is the best teacher”. 


Advantages of a Budget 


The time span from the formation 
period of a budget through the period 
(Continued on page 120) 





RETIRING C.H.A. PRESIDENT Bishop Joseph B. Brunini smilingly pinned the official presi- 
dential pin on Msgr. Thornton during the 42nd Annual Convention at Cleveland. 
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1957 GRADUATING CLASS of the St. Louis University Graduate School course in Hospital Administration poses with instructors before the 


Central Office in St. Louis. Their names, residencies and preceptors are listed below. 
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ANOTHER GIANT STEP FORWARD 


ADMINISTRATIVE RESIDENT 


Bargielski, Leo C. 

Caldwell, Sister M. Enda, C.S.J. 

Condon, Sister Mary St. Francis, 
F.M.M. 

Cunningham, Sister Rita Louise, 
S.CLL. 

Dorn, Stephen E. 

Fisch, Sister Mary Adrian, C.S.]. 


Florkoski, Sister M. Patricia, 
O.S.F. 

Fried, Sister M. Rosalia, R.S.M. 

Hiebel, Joseph C. 

Johnson, James E. 

Kuzmickas, Sister Almarita, 
S.S.C. 

Laufer, Sr. M. Pieta, O.S.F. 

Loughlin, Sister M. Clarus, 
F.M.M. 

Meade, Sister Ellen Patricia, S.C. 

Murphy, Sister M. Theresa, C.S.J. 

McPhee, Sister Agnes, D.C. 

O'Leary, Sister Michael Marie, 
SiC.L. 

Rivera, Antonio Collazo 

Salatka, Sister M. Florence, 
R.S.M. ; 

Tobin, Sister Mary Helen, S.C. 

Williams, Sister DePaul, D.C. 


LOCATION 


St. Joseph’s, Fort Worth, Texas 
St. Mary’s-Corwin, Pueblo, Colo. 
St. Mary’s, San Francisco, Calif. 


St. Joseph’s, Syracuse, N.Y. 


City Hospital, St. Louis, Mo. 
Providence, Seattle, Wash. 


Sacred Heart, Yankton, S.D. 


St. Vincent, Worcester, Mass. 
Malden, Malden, Mass. 

St. Mary’s-Corwin, Pueblo, Colo. 
St. Mary’s, Troy, N.Y. 


St. Vincent, New York, N.Y. 
St. Mary’s, San Francisco, Calif. 


Mercy, Baltimore, Md. 

St. Francis, Hartford, Conn. 
Hotel Dieu, New Orleans, La. 
St. Joseph’s, Phoenix, Ariz. 


City Hospital, St. Louis, Mo. 
St. Vincent, New York, N.Y. 


St. Elizabeth, Youngstown, Ohio 
St. Vincent’s, Birmingham, Ala. 


Not present when the photo was taken were: 


Kavanaugh, Sister M. Salvatore, C.C.V.I. 


O'Connor, Sister M. Eymard, C.C.V.I. 


St. Francis, Hartford, Conn. 
St. Mary’s, San Francisco, Calif. 


PRECEPTOR 


Sister M. Vincent, C.C.V.I. 
Sister Grace Marie, S.C. 
Sister M. Philippi, S.M. 


Sister M. Wilhelmena, O.S.F. 


Sister Agnes of the Sacred 
Heart, F.C.S.P. 
Sister M. Rosaria, O.S.B. 


Sister M. Loreto, S.P. 
John E. Vanderklish 
Sister Grace Marie, S.C. 
Sister Margaret, M.H.A. 


Sister Loretto Bernard, S.C. 
Sister Mary Rose, D.C. 


Sister M. Thomas, R.S.M. 
Sister Bernard Mary, C.S.]J. 
Sister Carlos, R.N., M.S. 
Sister M. Placida, S.M. 


Sister M. Loretto Bernard, S.C. 


Sister M. Baptista, H.H.M. 
Sister Lydia, D.C. 


Sister Bernard Mary, C.S.J. 
Sister Mary Philippa, S.M. 
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RADIOLOGIC 


DICTIONARY 


ELECTRICAL, MECHANICAL AND PHYSICAL TERMS, AS APPLIED TO RADIOLOGIC TECHNOLOGY 


PART FIVE 


by EDWARD L. DUNN 


FIELD MAGNET—A magnet used to produce a magnetic 
field for the rotation of another electro-magnet in the 
function of a motor or dynamo. 

FILAMENT—abbr. fil. 

—The element in at” % ons 

a tube, either an 
x-ray or electron 
tube, through 
which the current 
flows in order to 
produce the heat 
which is needed to 
cause the emission of electrons from the cathode. 
(See Fig. 25) 

FILAMENT CURRENT—abbyr, I. fil—Current which flows 
through the filament in order to heat it, as opposed to 
the tube current which flows from the cathode to the 
anode, in the form of a stream of electrons. 

FILAMENT TRANS- 

FORMER — abbr. 
fil. trans. — The 
transformer in 
x-ray or other elec- 
trical equipment 
which supplies 
large amounts of 
current at low volt- 
age to operate the 
filament or heating 
element of electron 
or x-ray tubes. (See Fig. 26) 

FILAMENT VOLTAGE—abbyr. V. fil—The low voltage which 
is applied to the filament of an x-ray or electron tube 
in order to cause the current flow through the filament 
which generates heat to cause the emission of elec- 
trons within the tube. 

FitmM—A thin sheet of cellulose acetate which is coated 
with the photographic emulsion used in x-ray and 
photographic work. 

FILTER—A thin sheet usually of metal but sometimes of 
other substances which is used to limit the quantity 
of certain types of radiation passing through it. Fil- 
ters are of three general classes: protective, compen- 
sating, and therapeutic. 

FIxER—The solution used in photographic and radiographic 


Fig. 25—Filament 











Fig. 26—Filament 
Transformer 
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processing rooms to harden the emulsion and stop the 
chemical action of the developer. This solution is 
often inaccurately called “hypo” which is an abbrevia- 
tion for the chemical term sodium hypothiosulfate. 

FLUORESCENCE—The property possessed by certain chem- 
ical crystals which enables them to glow when struck 
by invisible radiation. 

FLUORESCENT—To have the property of fluorescence. To 
be capable of giving off light when struck by invisible 
radiation. 

FLUOROSCOPE—A device consisting of a screen coated 
with a crystalline material which glows when struck 
by x-rays. When a patient is placed between this 
screen and a source of x-rays, the shadows of the 
denser body parts are cast on the screen, thus en- 
abling the radiologist to view dense objects within 
the body. 

FLUOROSCOPIC EXAMINATION—A radiological examina- 
tion by means of a fluoroscope. (See FLUOROSCOPE ) 

FLuoROsCcoPIC IMAGE—The pattern of light and dark 
areas on the fluoroscope that represents the shadows 
cast by the areas of various density of the body of the 
patient being examined. 

FLUOROSCOPIC INTENSIFIER—A recently developed de- 
vice for amplifying the brightness of the dim image 
of a fluoroscope so that it may be viewed in greater 
detail and in a moderately lighted room. 

FLuOROscopy—The method of examination by which 
x-rays produce an image, viewed by direct vision, on 
a fluorescent screen. 

FLux—Magnetic lines of force. This term is usually used 
when referring to the lines of force in a magnetic 
field, as in saying “current is induced when flux passes 
through a conductor”. 

FocaL Spot—The small area of the anode of an x-ray 
tube which is actually struck by the stream of electrons 
emitted from the cathode. 

Foc—A cloudy or blurred appearance of a roentgenogram 
caused by scatter radiation, light or chemical action. 

FREQUENCY—abbr. freq. or £—The number of times per 
given period of time that a cycle of occurrence takes 
place. Frequency is usually measured in cycles, thou- 
sands of cycles (kilocycles), or millions of cycles 
(megacycles) per second. 

FRICTION Marks—Artifacts on films caused by discharge 
of static charges which accumulate as a result of rub- 
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bing together of the films; also, abrasion marks from 
rubbing. 

FRILLING—Separation of the emulsion from the celluloid 
coat at the margins of the film, usually caused by de- 
veloping in too warm solution. 

FULL WAVE RECTIFICA- 

TION—The process of SVVVVV\ 
changing alternating a aes i OF: 
Fig. 27—Full Wave 
Rectification 





current to direct cur- 

rent, in which both 

the negative and the 
positive alternations of the original current are en- 

tirely used. (See Fig. 27) 

FusE—A strip or piece of metal which 
has a rather low melting point and 
which is inserted in an electric cir- 
cuit. If the current in the circuit be- 
comes too great the metal melts, thus 
opening the circuit and interrupting 
the flow of current which supplies 
the x-ray equipment. It is used as a 
safety device. (See Fig. 28) 


G 
o- @& 


GALVANOMETER — A device 
Fig. 29—Galvanometer 


Fig. 28— 


Fuse 


which is used for measuring 
minute electrical currents. 
The galvanometer is an in- 
strument which has a needle 
which rests in the center of 
its indicating scale and may 
be deflected either way by either negative or positive 
current flow. (See Fig. 29) 

GAMMA Rays—One of the three types of 
radiation which are emitted by radio- 
active materials. They are similar in 
nature to, but more penetrating than Fig. 30— 
x-rays. (See Fig. 30) Gamma 

GEIGER COUNTER—A sensitive electronic device used for 
detecting the presence of radiation in a certain place. 

GELATIN—The jelly-like substance which holds the light- 
sensitive chemicals to the surface of an x-ray or photo- 
graphic film. 

GENERATOR—Any device 
which produces an 
electric current. A ro- 
tating mechanical de- —(00)— esp 
vice which produces : 
an electric current by a 
moving a magnetic Ac 
field across the turns Fig. 3|—Generator 
of a coil of wire. (See 
Fig. 31) 

Grip—(1) A group of parallel strips of lead interposed 
between the x-ray tube and the film, which allows only 
the perpendicular or near perpendicular rays to pass 
through it and to strike the film. This device is used 
to prevent or to reduce the effect of scatter radiation. 

(2) A structure within an electron tube which 
serves to modify or control the flow of electrons be- 
tween the cathode and the anode of the tube. This 
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tube element is found 
in control tubes which 
are employed in such 
auxiliary circuits of an 
x-ray machine as the 
timer and photo-timer. 
(See Fig. 32) 
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Fig. 32—Grid 


GROUND—abbr. gnd—The part of an 
electric circuit which is connected 
to the earth or is maintained at the 


= an 


same electrical potential as the earth snail 
so that the shocks cannot be received oo 
by persons coming into contact with Fig. 33— 
equipment being used. The exter- Ground 


nal parts, such as knobs, switch han- 
dles, and the framework or cabinet of x-ray machines 
are all parts which are connected to ground. (See 


Fig. 33) 
H 


HALF-LIFE PERIOD—The time which it takes a radioactive 
element to decompose to the point where its radiation 
is equal to only half the original quantity. 





HALF-VALUE LAYER—The thickness of material which is 

required to reduce any given quantity of radiation to 

half its original intensity. ; 

HALF-WAVE RECTIFICA- 

TION — The process \ /\ fi 

of changing alternat- (site ky 
ing current to direct i tel il 
current in which only Fig. 34—Half Wave 
half of the electrical Rectification 

cycle is utilized; ie. either only the positive or only 
the negative alterations are used. (See Fig. 34) 

HARDENING SOLUTION—A chemical solution used in 
x-ray and photography which re-hardens the gelatin 
of the emulsion after the developing process has been 
completed. 

“HARDNESS” OF X-RAys—A term used to describe the 
penetrating power of x-rays. This power is directly 
related to the frequency (wave length) of the radia- 

tion, the higher frequencies being more penetrating. 

HEATER—The element in an electron tube 


ls which produces heat in order to cause 

( ; the cathode to emit electrons. (See 
YY Fig. 35) 

“HEEL EFFECT” OF THE X-RAY TUBE— 

Fig. 35— The obstructing effect of the under- 

Heater margin of the beveled edge of the 


target. 

HELIUM X-Ray TuBES—Tubes filled with helium gas. 

HELIX OF WIRE—A cylindrical coil made by many turns 
of wire. 

HENRY—abbr. hy—The unit of inductance; inductance 
of a circuit in which an electromotive force of one 
volt is induced by a current varying at the rate of 
one ampere per second. 

HERTZIAN WaAvE—Electromagnetic waves of long wave 
length and low frequency; radio waves. 

HETEROGENOUS RADIATION—Radiation of mixed fre- 
quency. 

HIGH VELOCITY ELECTRON—An electron which is travel- 
ing at a very great speed. 
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LAST-MINUTE DELIVERY 
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SPLIT-SECOND AVAILABILITY 


Which way would you want Life-saving Parenogen? 


Hospitals all over the world have put in hurried calls 
for Cutter Parenogen — the only commercially pre- 
pared human fibrinogen available. It’s the parenteral 
hemostat — specific for control of bleeding in afibrino- 
genemic conditions. 


Cutter representatives have answered these emergen- 
cies by rushing precious Parenogen to hospital pa- 
tients, despite great distances and near-impossible 


weather conditions. 


But, even though Cutter.men are always willing to 
provide this last-minute delivery service, isn’t it far 


Parenogen/FiBRINOGEN (HUMAN) 


L fine pharmaceuticals for 60 years 


better to have this life-saving product on hand for 
immediate use? 

Parenogen is available in one gram kits with diluent, 
reconstitution needle and administration set. It is de- 
rived from normal human plasma and is bacteriologi- 
cally sterile, non-pyrogenic, has been subjected to 
ultraviolet radiation, and remains stable under refrig- 
eration for 5 years. 

Ask your Cutter man to recommend a minimum stock 
of Parenogen for your hospital pharmacy or surgical 


supply room. 


For descriptive literature, write Dept. 42-H 
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CONVENTION REPORT 


Handling Drug Samples 


by SISTER MARIEL, C.S.A. e 


IKE MANY HOSPITAL PROCEDURES, 
handling drug samples involves 
policies as varied as the problems 
which arise when such policies do not 
exist, or are not well-defined. There 
are two chief points to be considered: 
1. Proper disposition of the drug sam- 
ples; 2. Contact of the medical service 
representative with the staff physi- 
cians and residents and interns. 

Drug sampling may be handled in 
various ways: There may be no restric- 
tions whatever; some restrictions, ver- 
bal or written; or there may be well- 
defined policies which outline very 
clearly the procedure for receiving, 
handling, dispensing or disposing of 
drug samples. 

Obviously, uncontrolled drug sam- 
pling imposes many problems upon 
the hospital. Sample drugs find their 
way to patients’ medicine cubicles or 
drawers, and then “that bottle of pills 
really belongs to the Resident, Dr. 
So-and-So!” is heard. The nurse may 
take the samples home to be used 
when she feels she needs them. Even 
worse, the clinic patient may receive 
some of the samples in an envelope— 
or in the original sample container. 
Later, he may ask for more of those 
“yellow pills!” There will be no pre- 
scription number by which to check 
back and perhaps no record on the 
chart. 

Most hospitals have some restric- 
tions, whether verbal or written. Cer- 
tainly, the ideal set-up is to have well- 
defined policies. 

I wrote to about 20 hospital phar- 
macists in Ohio to find out what poli- 
cies are used in the state. Policies 
vary, depending on the size of the hos- 
pital, its type, whether it is private, 
tax-supported, or a teaching hospital 
connected with a university, and the 
attitude of the physicians, and in par- 
ticular the Pharmacy and Therapeutics 
Committee. 

In one 400-bed hospital, the policies 
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are quite simple. No sampling is per- 
mitted except through the pharmacy. 
Nothing is available to residents per- 
sonally, except through appointment 
in their place of residence, not while 
on duty. This maintains for detail- 
ing of new drugs also. 

In one large tax-supported hospital, 
there is no written policy regarding 
samples or detailing of residents. Nor 


is there a Formulary. However, there 
is a definite understanding of what is 
standard stock, and the pharmacy is 
careful to avoid duplications. An 
item to become stock requires a let- 
ter of request from the head of the 
department. 

In one large teaching hospital, the 
medical service representative may not 
contact the intern or resident except 
through the department head or a des- 
ignated representative. Then he either 
passes on any information he deems 
advisable at his monthly staff meetings, 
or he may ask the detailman to con- 
tact a resident on a particular item 
and will notify the resident about it. 
In this hospital, all doctors’ offices are 
notified to send their samples to the 
pharmacy if not wanted, and the phar- 
macy disposes of them either on an 
out-patient basis, or as a starting sup- 
ply of a new drug. 

In another large hospital that fills 
about 4,000-5,000 out-patient prescrip- 
tions a month (most of which are in- 
digent, or able to pay only a very 
nominal fee) all drug samples are dis- 
pensed from the pharmacy, providing 
they are Formulary drugs. Pediatric 
vitamin drops only, are dispensed 
from the clinic. Non-formulary drug 











St. Thomas Hospital 


e Akron, Ohio 


samples, are dispensed only with the 
approval of the Pharmacy & Thera- 
peutics Committee. 

In one of the State Hospitals, sales 
representatives are permitted entrance 
only to the physician office section. 
No admittance to the nursing divisions, 
surgery or clinic sections is allowed. 
Administrative approval is required 
before residents or interns are ap- 
proached in the doctors’ office section. 
Samples from the physicians often find 
their way to the pharmacy and are 
disposed of as follows: 

Samples duplicating items in regu- 
lar stock are used. 

Samples of items not stocked by the 
pharmacy are not dispensed on pre- 
scription. Any physician may request 
them. 

Samples not used or called for rou- 
tinely are disposed of. 

Another hospital of about 200 beds 
which has private patients only, handles 
its samples in a unique manner. Doc- 
tors send their samples to the hospital 
pharmacy where they are sorted and 
used for personnel of the hospital, 
through the health service. From time 
to time, one of the staff members sends 
packages to a worthwhile charity. This 
policy has worked quite well. It saves 
the personnel a little money; keeps the 
physicians’ offices from getting clut- 
tered with samples; and pays off in 
good interdepartmental relations. De- 
tailmen may see doctors at their con- 
venience. 

In still another hospital, detailmen 
may distribute samples to interns only 
at a regularly scheduled display. Phar- 
macists may relay an intern’s request 
for a personal supply of a drug to the 
representative. Interns may not dis- 
pense samples to house clinic patients. 
Initial samples left in the pharmacy 
by detailmen are dispensed, at no 
charge, to the patient for the original 
order. A nominal fee is charged for 
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optimal dosages for \IABAN. 


based on thousands of case histortes: 
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TENSION SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL TENSION 
PHOBIA HYPOCHONDRIASIS TICS FUNCTIONAL G.!. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION fete} Gk di) NEUROSES DYSPNEA INSOMNIA 
PRURITIS ASTHMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS 





perhaps the safest ataraxic known 


peace OF MIND ATARAX 


(BRAND OF HYDROXYZINE) Tablets-Syrup 


ANXIETY Tics HOSTILITY NIGHTMARES HYPEREMOTIVITY RESTLESSNESS 
TEMPER TANTRUMS HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 





Consider these 3 ATARAX advantages: 


@ 9 of every 10 patients get release from tension, 
without mental fogging 

@ extremely safe—no major toxicity is reported 

@ flexible medication, with tablet and syrup form 


Supplied: 
In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 


CHICAGO 11, ILLINOIS ATARAX Syrup, 10 mg. per tsp., in pint bottles. 
Prescription only. 
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repeat orders dispensed from sample 
stock, to off-set handling charges. Con- 
tinuation of this order usually requires 
purchase of the smallest quantity avail- 
able, and this of course is charged at 
the regular price with no credit for 
returns. According to the pharmacist, 
receipt of samples in the pharmacy 
poses a disposal problem of items non- 
formulary, and items which are not 
useful, or a storage problem of items 
for which there may be an occasional 
call. Samples of popular items (of 
which they get very few) are incor- 
porated in the regular stock for dis- 
pensing to service patients. 


In many hospitals where there may 
not be well-defined policies, but some 
verbal restrictions, drug displays are 
scheduled through the pharmacy. In 
some cases, they are literature exhibits 
only. If samples are given, an effort 
is made to route any samples that the 
doctors do not wish for their own per- 
sonal use, to the pharmacy. The resi- 
dents delight in receiving samples, and 
often barter with the pharmacy in ex- 
change for prescriptions of medicine 
needed for their families. Many phar- 
macists in Catholic hospitals collect 
samples and dead stock to send to the 
foreign missions. 
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“It’s simple. When E & J balances a chair, 
it stays balanced!” 


NO. 16 IN A SERIES 














E & J balanced chairs save hospital 
dollars. Good balance reduces 
mechanical strain ... practically 
eliminates maintenance costs. 
Good balance means easier 
maneuvering, easier folding. 
Good balance is another reason 
why E & J chairs simply refuse to wear out. 


Specify EVEREST & JENNINGS chairs 








for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE., LOS ANGELES 25, CALIF. | 
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In conclusion, I would like to quote 
from a paper read by Mr. Louis Jef- 
frey, chief pharmacist of Albany Hos- 
pital, Albany, N.Y. at the A.Ph.A. Con- 
vention in April. 

“Samples of drug products can be a 
problem if handled carelessly, used in- 
discriminately, or not distributed prop- 
erly. For I am sure that the ethical 
pharmaceutical manufacturer intends 
that the distribution of his samples be 
done properly and in such manner as 
to be beneficial to the patient, the phy- 
sician, the hospital and to the manu- 
facturer himself.” * 





Professional Activities 
(Concluded from page 44) 


most 500 hospital days in 1956 as 
compared to 1955, and thus, in the 
injury patient group we have found 
nearly one-fourth of the 2,000 addi- 
tional hospital days shown in 1956. 
It is of interest that the 500 additional 
hospital days for injury patients in 
1956 were required because of an in- 
crease in average length of stay from 
6.7 days in 1955 to 8.6 days in 1956. 
There were actually fewer injury pa- 
tients admitted in 1956. 

Although other information will be 
necessary for this participating hospi- 


| tal before it decides on a building pro- 


gram, it is obvious that added obstet- 
rical beds are not the answer to this 
hospital's problem. 

These, then, are but a few illustra- 


| tions of the type of statistical informa- 
| tion which is available to hospitals par- 
_ ticipating in the Professional Activity 
| Study. In addition, the Study provides 
| routine statistical reports and medical 


record room indices for the hospital. 
Under no circumstances should this 


| information returned by the Profes- 
| sional Activity Study be considered as 
| a medical audit, for it does not include 


the judgment of physicians, and such 
judgment is necessary to evaluate the 
quality of patient care. However, the 


| Professional Activity Study will indi- 
cate these areas of medical practice 


which may require auditing by the 
medical staff. 

As of this date, more than 50 hos- 
pitals, ranging in size from 26 beds 
to 629 beds, located in 14 states, and 
caring yearly for over 500,000 patients, 
are participating in the Professional 
Activity Study. It has been their unani- 
mous experience that the services pro- 
vided by the system are unique, valu- 
able, and inexpensive, and that the in- 
formation provided is not obtainable 
by any other method. * 
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The most favorable prognosis depends on these four exclusive advantages of the 


isolette 





1. Controlled circulation of air: Main- 2. Precise temperature control within 
tains uniformity of humidity, warmth —_a tolerance of 1°F . . . with provisions 
(and oxygen, if needed) to a degree for cooling as well as heating, and 
impossible through convection alone. automatic alarm should outside 
Jsoverre hood need never be opened. _ factors cause overheating. 


PS Sess SSeS SSeS Sees 


Many infant incubators look like the Isoterte, cost less, 
but, in saving premature babies, or protecting the newborn 
... what really counts is performance, not resemblance. 
Send for copy of the objective, 22-page “Report of Com- 
parison Tests on Infant Incubators,” and review the 
well-documented “facts of life” in premature infant care. 
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‘Infant Incubator’ 








3. Positive humidity control through a 4. Complete isolation: The individually 
single setting of a simple control valve. air-conditioned Isovetre@ suses 
Constant, controlled recirculation —_ fresh, outside air . . . protecting the 
maintains relative humidity at opti- infant from air-borne pathogens and 
mal level, as high as 85% to 100%. droplet infection from the nursery., 


Manufactured, sold and serviced by 





/ AIR-SHIELDS. INC. | 





Hatboro; Pits 
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The Work Situation 


by JEAN O’DONNELL 
Employment Service e 


ge IS A CONTINUOUS STRUGGLE to 
satisfy human needs in the face 
of daily obstacles. These needs which 
we strive to satisfy are spiritual or in- 
tellectual, physical, psychological and 
economical. This strife is worthy. 
Our work life is but a portion and a 
most vital and important part of the 
whole. In the work situation are con- 
tained forces which may control, aid 
or hinder the individual as he strives 
to satisfy his needs. 

A most fundamental fact is that 
people exert these influences through 
their behavior. This is so obvious 
when we consider, for example, di- 
rectives from superiors, the impact of 
a new person within the group and 
similar influences such as the fleeting 
and subtle manifestations of attitude 
and emotion. Most normal individuals 
react to these situations unconsciously. 

It is obvious that individuals are in- 
fluenced within the work situation in 
three general ways: actions and _ atti- 
tudes of superiors, fellow-workers and 
subordinates. Individuals react dif- 
ferently to different people and there 
are, of course, differences in the con- 
tent of these relationships and in the 
relative importance of each. On all 
levels the common aspects are the same 
however, since they all comprise the 
same fundamental situation: that of 
dealing with and successfully getting 
along with people as individuals. 

To a certain extent, the employee or 
subordinate, is dependent upon his 
employer, or superior, for his job as 
well as its continuance, promotions, 
salary increases and other satisfactions 
to be obtained in the work situation. 
Socrates has said that “the good leader 
is a good father.” Now, this contains 
more truth than is commonly recog- 
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nized. It is not easily understood be- 
cause most adult individuals have long 
since outgrown the dependence which 
a child has for its father. Lack of rec- 
ognition of the trait does not prove 
that the trait is not there. Now, cer- 
tainly one can not observe human be- 
havior today without being struck by 
this similarity, particularly when we 
consider this resemblance in regard to 
what is known these days as job se- 
curity—which is nothing else than a 
feeling of being wanted and appreci- 
ated and therefore, secure. 

It is a universally recognized fact 
that the normal employee will struggle 
to protect himself against real or 
imaginary threats to his happiness in 
the satisfaction of his needs within the 
work situation. Organizations and em- 
ployers have taken this into account by 
means of welfare plans, health benefits, 
retirement schedules as well as regular 
salary increases. Now, regardless of 
all these benefits the crux of the prob- 
lem—the personal dependence of the 
employee upon the attitudes and ac- 
tions of his superior or employer—has 
still not been hit. Benefits can not 
supplant rapport, which derives from 
unaffected relationship between em- 
ployer and employee. 

One of the conditions of job se- 
curity is an atmosphere of approval, 
and indeed this is one of the major as- 
pects of job security. This atmosphere 
is created and maintained by the em- 
ployer and is manifested not so much 
by what the employer does but the 
manner in which he does it as well as 
by his attitude toward his employees. 

A decision or directive may be ex- 
cellent but if it is administered in an 
atmosphere of disapproval it is not 
only worthless, but may be damaging; 


this has been proven time and time 
again. In an atmosphere of disap- 
proval, the employee becomes fearful, 
suspicious and insecure, the end result 
being rebellion, resistance and antag- 
onism which is deadly poison within 
any group or organization. 

Now, one of the prime prerequisites 
of job security is knowledge. Knowl- 
edge is power primarily because it de- 
creases dependence upon the unknown 
and the unpredictable. The employee 
must know what is expected of him 
and we might go further and say that 
he should know why he is doing it. 

There are several kinds of knowl- 
edge of which the good employee must 
be conscious: 

1) Knowledge of the policies of the 
organization. The employee must 
know these policies because security is 
impossible within a shifting organiza- 
tion. 

2) Knowledge of his own job, what 
is required of him, his duties, his re- 
sponsibilities, as well as those of his 
employer and his fellow-workers. This 
is so because a good organization hangs 
together as a team and not independ- 
ently of each other. 

3) Knowledge of his employer's 
aims, ideals and attitudes is essential. 
An employee feels secure when he 
knows the attitude of his superior to- 
ward him: How am I doing? Where 
do I stand? We might go further 
and say that to know how one is doing 
is to know what one must do in order 
to satisfy one’s own needs within the 
work situation. 

An understanding employer is an 
expert in human motives: he knows 
that fear inhibits and that confidence 
is releasing, that doubt means hesita- 
tion and that there is exhilaration in 
knowing what is going on and why. 

Because the understanding employer 
is an expert in these matters, he is 
able to recognize dissatisfaction in an 
employee before it generates unhap- 
piness within the work situation. 
These conditions have sometimes been 
obviated before the employee has been 
conscious of conflict within himself. 
This is a result of fine leadership. 
Therefore because of this insight and 
understanding, new grievances are 
avoided. 

These conditions are minimal. Upon 
their fulfillment depends the success 
or failure of employer-employee rela- 
tionship within the work situation. 
These conditions obtain at every level 
of the organization from that of the 
president to that of the worker. * 


HOSPITAL PROGRESS 





b ART SHR 





New nunnery equipment? 


e-- YOU'LL WANT THIS! 
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; A. S. ALOE COMPANY ; 
‘ 1831 Olive St., St. Louis 3, Mo. ‘ 
: Please send Nursery Equipment Brochure. . 
: Is CST Cae ee ee ea rs Ber RE rer nar e Cope ee Penta eS : 
: LL GCTTELE! . cee Nae eee el iro men eRe ferret pie See neater fA 7 
; OR ere nsec sa sis Sn 5 Oe case eran a oe ° 
S Cilia ZO cdo aes ce ctteaascscs SMES A cca ; 


Prepared by recognized specialists in equipment selection for the 
modern nursery. Itemizes equipment for both nursery and formula 
rooms. Lists and illustrates with diagrams and floor plans every 
piece of equipment you'll need to modernize your nursery. Gives 
minimum equipment requirements; describes desirable features 
of recommended units. To request your copy just fill out and 


return coupon above or jot a note on your hospital letterhead. 


A. S. ALOE COMPANY — BETTER HOSPITAL EQUIPMENT FOR BETTER HOSPITAL 


SAN FRANCISCO ¢ SEATTLE «© DENVER 


1831 OLIVE 


AUGUST, 1957 


STREET, ST. LOUIS 3, MISSOURI e¢ LOS ANGELES +*© PHOENIX 


KANSAS CITY 


DALLAS © NEW ORLEANS ¢© ATLANTA @ MIAMI WASHINGTON, D.C 
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MEDICAL SISTERS—Hauck 
(Continued from page 49) 
goodness is coupled with their com- 
petence and skill to a high degree. 
The congregation was founded Sep- 
tember, 1925, in Washington, D. C., 
by Mother Anna Dengel, a native of 
the Austrian Tyrol. The results of her 
“holy experiment” are, in a word, 
amazing. Over the past three decades 
under her guidance, the Medical Mis- 
sion Sisters have grown from four 
dedicated women to more than 500. 
In order to staff their hospitals 
properly, the Sisters study medicine 


for your 














OUTSTANDING FEATURES 


@ New three-position crank permits 


faster, simpler adjustment. 


© Adjustable three-position back rest. 
© Side rails may be elevated half-way 


or to full 15” height. 


© New sponge rubber shoulder rests 


prevent slipping. 


© Smooth acting elevating mechanism. 


© Double ball bearing casters, one at 
each end with dual control locking 


mechanism. 


© Electrically conductive throughout. 
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(there are 25 graduate M.D.’s in the 
order), pharmacy, nursing, medical 
and X-ray technology, physical ther- 
apy, dietetics, and many other special- 
ties, such as housekeeping, accounting, 
secretarial, and public relations, ad- 
ministration and management. 

They maintain 36 houses in the 
United States, England, Holland, India, 
Indonesia, Pakistan, Africa, and, of 
course, South America. They staff 18 
hospitals, seven clinics, maternity in- 
stitutes, and dispensaries. 

The Sisters also continue their ever- 
widening program of training health 





POST-OPERATIVE STRETCHER 


_ EMERGENCY Room 
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Important for your 


EMERGENCY Room, 


in 3 ways: 





1. Transient cardiac cases 2 
By slightly raising the back 
support and elevating the - 
side rails, you have a safe, 
secure place for patient to 
rest until examination is 
completed and a bed is 
assigned. 


2. A bil ident cases 

... may be easily transferred 
from ambulance litter to Re- 
covery Stretcher. Plywood i 
adjustable back support per- j 
mits X ray for possible chest 
injuries without shifting 
patient. 





3. Disaster cases 
pel ... resulting in an acute 
shortage of beds... patients i 
may be placed on Recovery / 
Stretchers at the Emergency 
Room and made as comfort- 
able as possible in the cor- 
ridors until beds are avail- 
able. 


d 
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Available: (a) entirely painted, 
(b) entirely painted except with 
stainless steel side rails and 
stainless steel removable end 
rails, (c) entirely of stainless. 


Nationally Distributed 
Through Quality Dealers 
Sales Representatives In 
Leading Cities Throughout 
the Country 


arvis, Inc. 


PALMER, MASSACHUSETTS 





IN CANADA: Jarvis & Jarvis of Canada, 1744 William St., Montreal, Que. | 
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workers. Many of the Society’s hos- 
pitals are also schools where lay doc- 
tors of the country, interns, student 
nurses, and pharmacy students learn 
more about medical techniques. 

In order to give young women of 
many countries an opportunity to join 
in the medical mission apostolate, 
Mother Dengel has established houses 
of formation at the motherhouse in 
Philadelphia, Mountain View, Cali- 
fornia, and in England, Holland, India 
and Indonesia. 

The foundress of an order that has 
recorded such glowing achievements 
must, perforce, be an extraordinary 
woman. And that all-encompassing 
adjective best describes Mother Dengel. 
Of her, Bishop Fulton J. Sheen, di- 
rector of the Society for the Propaga- 
tion of the Faith, has said: “Mother 
Dengel has done more for the mis- 
sions than. any other woman alive.” 

Mother Dengel incorporates bound- 
less energy and a great capacity for 
work with an alert, perceptive mind 
that combines the practical with the 
spiritual. 

If there still remains a vestige of 
the tired cliché that Sisters live only a 
cloistered, sheltered life, far from the 
world, Mother Dengel and her activi- 
ties put it to rout in short order. Last 
year, for example, she embarked on a 
trip that took her around the globe. 
She visited every one of the Society's 
houses before returning to America. 

It was Mother Dengel’s experience 
as a lay doctor in India that channeled 
her into her present course. She spent 
four years in the Punjab, India, fol- 
lowing graduation from medical school 
in Europe. In this distant land she 
found endless and unrelieved suffering 
and misery. She also found that alle- 
viating these conditions was more than 
a one-woman job; a legion was needed. 

She thought of the United States as 
the most likely to respond to this need. 
She came to this country and with the 
aid of the heirarchy and of Father 
Michael Mathis, O.S.C., who had spent 
some time in India, she started the 
Medical Mission Sisters. 

When the Sisters assumed charge of 
the Creole-built hospitals, Mother 
Dengel had vast resources of experi- 
ence and accomplishment from which 
to draw a nucleus to go to South Amer- 
ica. There are now 14 Medical Mis- 
sion Sisters at Our Lady of Coromoto 
Hospital. Nine Sisters are at Caripito. 

True to the tradition of American 
ingenuity, the Sisters at Maracaibo, in 


(Concluded on page 86) 


HOSPITAL PROGRESS 








\ cam 
Pa 


PRIM BLL 





eres 











Modern equipment means patient 
goodwill. .. 





UIPMENT 


To the reclining patient, the “mucus machine” is not 
only a real comfort—it is often a “must.” The 
GOMCO heavy-duty No. 799 Stand Aspirator here 


is thoroughly removing foreign matter from the Post-operative removal of 


fluids from throat of patient 


patient's throat. The nurse can call on all the suction : 
; A 7 with the heavy-duty Gomco 
power required, too— from 0” to 25” of mercury, No. 799 Stand-Mounted (e@f 
accurately controlled by a precision valve and gauge. Pg OB Ep ton 
: . suctio: 
The patient breathes easily, and has a more comfort- Overflow Protection. 


able time before and after the operation. 

Nurses and physicians alike know from long experience that they can call on their GOMCO Aspirators 
any hour of day or night and expect instant response. If you want equipment you can take for granted, 
have your dealer show you the complete GOMCO line. 


‘cfoy Vero mme 10) Aci ney.va MANUFACTURING CORP. 822-HE. Ferry Street, Buffalo 11,N.Y. 
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by ANNE VESTAL e Chicago, Illinois 


Leaders Must Listen, Too 


T A RECENT INSTITUTE on Devel- 
A oping the Principles of Supervi- 
sion, sponsored by the American Hos- 
pital Association, the content of several 
speeches fell neatly along the lines of 
many ideas we have considered in the 
past several issues. 

How many of us find it easier to do 
a job ourselves than to get some one 
else to do it? Many of us—probably 
the greater majority of us—do, and 
yet the essence of supervision (and we 
are all supervisors) is to get the job 
done through others. If we try to 
analyze what makes it difficult to get 
a job done through others, we could 
develop a list like this one: 

The employee doesn’t understand 
the lines of authority. 

It is hard to communicate with the 
employee designated for the job. 
The employee appears to lack job 
satisfaction. 

The employee is loath to accept re- 
sponsibility. 

The work is in a state of flux and 
the employee seems confused. 

The employee has been superannu- 
ated and the job is beyond his 
strength and skill—how should he 
be handled? 


Common Problems Listed 


The list could go on and on. It 
would look much the same as the list 
of problems in supervision common to 
all at the Institute. Several were listed, 
but they all indicate these three posi- 
tive steps that could be taken by a su- 
pervisor to dispel many of the prob- 
lems: 1) Recognize employees’ need 
for external and internal symbols of 
security; 2) orient him to his job, 
and give him the opportunity to grow 
on the job; 3) develop good commu- 
nications. 

And here we face the ever-present 
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problem of semantics: What are the 
externals and internals spelling secu- 
rity? What is security? 

The experts at the Institute gave 
many facets of answers. This is my 
interpretation of their comments. Se- 
curity means many differing things to 
people, but in general a person may be 
said to be secure if he fits into and is 
comfortable in his present position 
and his future prospects. The external 
symbols of security may be classified as 
those of property, meaning income or 
possessions; of status, including titles, 
badges, his acceptance into his social 
and work groups, and demonstrated 
technical knowledge or skill. 

The internals are those relating to 
the emotions and attitudes of the per- 
son. While we must recognize that 
each person is the product of his past 
life and experience, we can to some 
degree, as supervisors, help him to- 
ward the positive attainment of both 
facets of security, external and internal. 


Communications is Core 


I am going to oversimplify now to a 
certain extent to get as quickly as pos- 
sible to the point I want to stress in 
this paper: Communications. 

If we, as supervisors, have respect 
for employees in their work and as in- 
dividuals, if we give them purpose and 
direction so they may feel they are on 
a team, and if we give monetary and 
personal recognition of their limita- 
tions, strength, and potential, we shall 
have gone a long way toward helping 
them to positive achievement of secu- 
rity. To do this, we must first of all 
communicate with them. Last month 
we learned something of the wisdom 
of listening. This is half of the picture; 
we spend a lot of time ¢elling, also, on 
this two-way street called Communica- 
tion. How do we tell? 


Let me relate to you an experiment, 
conducted at the institute, in which it 
was demonstrated very forcibly just 
how poorly most of us communicate 
or tell. 


Trial and Error 


The session leader selected from the 
group a reader or dictator who was 
asked to stand behind a screen so that 
she was invisible to the audience. She 
was handed a card she had never seen 
before. On it were a series of con- 
nected geometric figures, which she 
described to us. The audience could 
not communicate with each other or 
the reader. She could communicate 
with us only in describing the geo- 
metric figures and their relation to each 
other in forming the total pattern. 
After five minutes, time was called and 
the audience was shown, by a picture 
on the black board, the drawing they 
should have made by following the 
description dictated to them. Only 
one person out of 42 had drawn any- 
thing remotely resembling the dictated 
description. 

Next, the reader sat in full sight of 
the audience, and an interchange of 
questions and answers was permitted 
while the reader described a complex 
of geometric figures which the audi- 
ence drew in accordance with their 
individual interpretations of the de- 
scription. In a 23-minute period 59 
questions were asked and answered. 
The result was excellent. Numerous 
people in the audience had either made 
an exact reproduction of the figures 
described to them, or had drawn a 
close approximation. 

In the third, and last, part of the 
experiment, another plan was tried. 
The reader sat in full view of the au- 
dience describing an entirely new ge- 

(Concluded on page 98) 
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announcing... 
a new practical 
and effective method 
for lowering 
blood cholesterol 
levels 


one dose 
a day... 


cholesterol 
Gs 


just one dose a day 
lowers elevated blood cholesterol 


. +. while allowing the patient 
to eat a balanced... nutritious... 
and palatable diet ' 


indications: myocardial infarction « post- disease « individuals with elevated blood 
myocardial infarction « angina pectoris « cholesterol levels but without overt symp- 
individuals from families with a history toms « strokes and hypertension e dia- 
of high coronary disease risk « individuals betes mellitus « obesity « familial hyper- 
with laboratory signs of coronary heart cholesteremia « xanthomatosis « nephrosis. 


AAs THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 
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ELECTRIC PLANTS 








Power outages | 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital—1,000 
to 75,000 watts A.C. 





# oo 
Complete standby systems 
at lower cost 


Onan Vacu-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
© considerable sav- 
ing. Check Onan be- 
fore you specify. 

















See your Write for 
architect or Standby 
engineer Folder 


D.W. ONAN & SONS INC. 


3369 University Avenue S.E. 
Minneapolis 14, Minnesota 
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| crowded with events. 








CONVENTION REPORT 








1957 MEDICAL RECORDS INSTITUTE 


HE INSTITUTE for Medical Record 
Librarians was held in conjunction 
with the 42nd Annual Convention in 
Cleveland, May 25-30, 1957. There 


were four sessions, all of which were 


| attended by more than 100 people. 


At the opening meeting, Saturday, 
May 25, William T. Doran, M.D. ad- 
dressed the group. He discussed the 
need for a critical evaluation for medi- 
cal record librarians. This evaluation 
could best be carried out by a process 
of self-analysis within the framework 
of a brief questionnaire, he said. 
Within this questionnaire he cited two 
divisions: personal evaluation and pro- 
fessional evaluation. These questions 
are particularly needful, Dr. Doran 
stated, because unlike the nurses or the 
physicians, the medical record librarian 


| works by herself, unaided by the close 
| example of her peers. Dr. Doran, who 
| is with the Defense Department at 


Fort Belvoir, Va., distributed a lengthy 
list of questions to those present, de- 
veloping the rest of his talk around 
this interrogation device. 

Following Dr. Doran's presentation, 
Sister M. Servatia, S.S.M., of St. Louis, 
and Mr. Robert McGlynn of the C.H.A. 
staff, carried on a dialogue, the pur- 


| pose of which was to demonstrate that 
| the work of the record librarian was 
| directly and indirectly connected with 
| .the care of the patient. Questions fol- 


lowed the dialogue. 

On Sunday morning Miss Miriam 
Zion of New York City addressed the 
assembly regarding cancer registries. 


_ A workshop on coding and indexing 


followed, with the Committee on 
Medical Records, assisted by Sister 
Servatia, acting as the faculty. Over 
100 were present for this two-hour 
workshop. 

The Sunday afternoon session was 
Virgil N. Slee, 
M.D., and Mr. Harold Hinderer spoke 
on the general subject of statistics. 
Dr. Slee, who is with the Professional 


| Activities Study in Ann Arbor, Mich., 
| pointed out that many of the statistics 


which are now being used have little 


| Or no meaning. They are often ana- 


chronistic devices once used simply as 
rules of thumb, and bear little or no 
relation to modern medical practice. 
Dr. Slee urged that the most critical 
analysis be made of all statistics and 
all norms now in existence. 

Mr. Hinderer, of the C.H.A. staff, 
pointed to the innumerable statistics 
now being collected by a number of 
persons throughout hospitals, and 
noted that many of the collections are 
unnecessary or overlapping. One way 
of avoiding such waste, he said, was to 
form an active statistics committee 
which would determine which figures 
should be gathered and who should 
do it. The two speakers’ topics dove- 
tailed into the general theme. 

A business meeting was held after 
the speakers had delivered their papers. 
An important change in the by-laws 
was announced; the Committee mem- 
ber selected in 1958 will be chosen by 
the Committee rather than by popular 
vote, as has been the custom. The new- 
est Committee member, who will serve 
until 1962, is Sister M. Davidanne, 
O.S.B., of St. Benedict's Hospital, 
Ogden, Utah. 

The Ohio Room of the Statler Hotel 
was the scene of the first medical rec- 
ord librarian tea. Approximately 75 
attended this informal gathering. 

On Tuesday, May 28, the highlight 
of the Institute was held in the Audi- 
torium. This was the mock tissue 
committee meeting. Presiding was 
Robert S. Myers, M.D., of the Amer- 
ican College of Surgeons. Assisting 
Dr. Myers in the half-comic, half-seri- 
ous meeting were William J. Lahey, 
M.D. of Hartford, Conn.; Robert 
Perchan, M.D. of Cleveland; William 
Reals, M.D. of Wichita, Kans.; Louis 
S. Smith, M.D. of Dallas, Texas. 

Some 200 were present for this 
meeting in which a number of ficti- 
tious cases were discussed. The pur- 
pose of the meeting was twofold: 
first, to demonstrate what can happen 
in a poorly run tissue committee, and 
second, to show how a well-conducted 
meeting will result in a careful analysis 
of medical patient care. * 
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ST. ELIZABETH 
MODERNIZATION 
FEATURES... 


Agsembly-line 
Food Service 
Custom 


When St. Elizabeth Hospital, Utica, New York 
entered an expansive rebuilding program, a 
modern feeding installation was required which 
would produce and deliver appetizing meals 

to patients quickly and efficiently. 


Working with the Hospital’s Architect and 
their Dietary Director, Blickman designed a 
centralized food service system. The new 
kitchen utilizes a conveyor line for assembly of 
food on service trays. Hot trays and cold 

food trays are then transferred to specially- 
designed Blickman Food Conveyors for delivery 
direct to patients on each floor. This eliminated 
the need of floor pantries; thus making room 
for additional income-producing beds. 
Centralized food service provides control in the 
main kitchen...lessens noise and confusion 

on patient floors. 


This is another example of how Blickman 

food service design, fabrication, and installation 
can promote efficiency in hospital feeding. 

We will be glad to give you other examples or 
counsel on your specific food service problem. 
Write S. Blickman, Inc., 1708 Gregory Avenue, 
Weehawken, New Jersey. 
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Automatically controlled tray assembly conveyor for cold foods. At Cold food from conveyor belt (left) and hot food from hot table 
' yight is the pass-through refrigerator connecting with salad prep- (right) are quickly loaded into Blickman Food Conveyor positioned 
aration area. between the two. 


BLICKMAN 


FOOD SERVICE EQUIPMENT 


Architect: William F. Schorn, New York 
Dietary Director: Sister Mary Paul 








Look for this symbol of quality... Bjifa qmail 
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MEDICAL SISTERS—Hauck 
(Concluded from page 80) 


addition to discharging their regular 
duties in line with the high standards 
of their order, have also introduced 
some Yankee-style divertissement into 
the hospital routine. Regularly, for 
example, they present puppet shows 
for patients and employees, and on oc- 
casion “put the show on the road,” for 
the young seminarians at the Diocesan 
Seminary, and for the Sisters at local 
convents. 

Since there is a great need for Vene- 
zuelan priests, the Medical Mission 
Sisters each year campaign to raise 
funds for the seminary. One year the 


puppet show was put on at the local 
theater, and last year a real American- 
style bingo party was held on the lawn 
of the hospital for the same cause. 
And even though they are constantly in 
need of funds to carry out their own 
work, the Sisters turned over every 
centimo to the seminary. 

But above all the Hospital Nuestra 
Senora de Coromoto is a CATHOLIC 
hospital in the deepest sense of the 
word. And it is only fitting that it 
should be, serving as it does a country 
which is almost entirely Catholic. Be- 
sides daily Mass and Holy Communion 
for the patients, there is a recitation of 
the Rosary every evening before a 
statue of the Patroness for all who are 


able to attend. Morning and evening 
prayers are recited each day in Span- 
ish and English over the public ad- 
dress system. 

To foster unity and as a means of 
instruction, the nursing staff and em- 
ployees join with the Sisters in prepar- 
ing and celebrating the great feasts of 
the Church. 

These special programs and projects 
are always organized to link the Vene- 
zuelan national customs and religious 
traditions with the liturgy of the 
Church. 

For these and other reasons, it is 
not difficult to understand why the 
Medical Mission Sisters are “muy sim- 
paticas” to the Venezuelans. * 








NATIONAL NEWS—Reed 
(Concluded from page 55) 

P. 2d 541, presents an interesting question. The hos- 
pital entered into a contract with a medical specialist for 
a five-year term. It was agreed that the hospital would 
furnish the doctor with space, facilities, services and 
equipment for the conduct of a clinical pathology labora- 
tory. In return, the hospital was entitled to retain for 
itself a certain percentage of the gross monthly billings 
for the services performed by the pathologist. Amounts 
so received represented payment of rental by the doctor 
to the hospital. 

The contract specifically provided that the doctor 





was to function as an independent contractor in the op- 
eration of the laboratory and was to be responsible for its 
personnel. He was given the sole and exclusive right 
during the five year period to operate the said labora- 
tory. Before the contract had terminated the hospital 
rescinded it, whereupon an action for damages was 
brought. The court, after reviewing all of the facts, 
stated that the arbitrators appointed to settle the dispute 
could reasonably conclude that to permit the hospital to 
re-acquire the premises and appropriate the benefit of 
the pathologist’s labor in the development of the labora- 
tory would constitute unjust enrichment. Accordingly, 
an award of money damages was upheld. * 
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One of the most compact centrifuges ever designed ... 
bowl, motor and all working parts are ENCLOSED in a 
handsome floor or table model cabinet. All controls and 
indicators mounted on a single instrument panel in front. Its 
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ear Longer for Lower Costs... 


Rigid Quality Control Every new PIONEER Surgical Glove is the same 
sheerness as previous gloves, within 1/1000 of an inch tolerance. Surgeons prefer them 
because every new pair fee/s like their previous pair. No loss of strength after ten 
sterilizations, excellent condition is common even after twenty! 


Precise Factory Inspection of every glove makes doubly sure there 
are no weak spots to wear through. Only gloves that merit our stamp of approval 
are sold. Every PIONEER glove you get is perfect! 


specity PIONEER Rollprufs® 


te LON able Company — rnin 


the ozone cracking that 
348 Tiffin Road, Willard, Ohio shortens the life of 
many rubber products. 





Pioneers in Hand Protection for over 35 Years 
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of walking and untold hours of time!" 


ADMINISTRATORS AGREE that Standard-Royal’s audible-visible, 2-way 


system is the most efficient and effective. It conserves the valuable time 
and energy of nurses. Instead of being errand girls they now concentrate 


on the important tasks for which they have so carefully trained. 











STANDARD’S ROYALMATIC Nurse Calling System 
lets the patient talk or listen to her nurse at any 
time. No one-way, awkward signalling. No nervous 
fretting while waiting for someone to come and find 
out what she needs. Now patient and nurse can 
keep in touch at all times! 


NURSE SAVER 
YOU CAN TALK 
WITH YOUR NURSE 


ANYTIME! 





For new hospitals and additional buildings or for 
improving present operations there is a combination 
of Standard-Royal Hospital Signalling Equipment 
to meet your requirements. Our trained and ex- 
perienced representatives will be glad to advise with 
you and demonstrate the Standard-Royal System. 


ADMINISTRATORS, ARCHITECTS, SUPERINTENDENTS, NURSES 
Write for Publication 242. It tells you in detail about Standard-Royal Hospital Signalling Equipment. 
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Dietetic Internships for Sisters 


by SISTER JEANNETTE MARIE, S.C. 


te. SISTER FORMATION movement 
includes professional education of 
those sisters who are to occupy a rfe- 
sponsible position in the hospital. 
Among the appointments for which 
special preparation should be made is 
that of the dietary administrator. 

Sister cooks used to be satisfactory in 
our hospitals and some of them still 
are. They have followed modern 
trends by personal ingenuity and self- 
education through years of experience. 

There is prevalent among some of 
the sisters, however, a growing sense of 
inadequacy. They feel their inability 
to cope with the greater demands made 
upon the individual who manages the 
dietary department, especially in the 
progressive hospitals for which ad- 
ministrators are seeking accreditation. 

Professional people whom sister 
cooks serve have been educated to ex- 
pect meals with balanced food nutri- 
ents and to desire menus nicely varied 
in color, taste, texture, and tempera- 
ture. They know such good produc- 
tion does not just happen accidentally. 
People are becoming increasingly 
aware that consistent quality food 
service is not the end product of hit- 
Or-miis Management. 

Ad-ninistration and personnel rela- 
tioas have advanced from dictatorship 
‘Oo pertnership, from a take-it-or-leave- 
it atitud? to consideration and under- 
standing toward each department 
member. Employees do not thrive 
long (nor even stay long) when man- 
agement gives vague directions about 
wo:k, shows frequent impatience with 
errors, and permits only one-way com- 
munication in their 2s:ociation. 

To help combat this growing feel- 
ing of genera! inadequacy in the hearts 
of many sister cooks, the Catholic Hos- 
pital Association has promoted a short 
series of Food Service Supervisor 
Courses at St. Louis. Instructions are 
offered during three-week sessions for 
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@ Good Samaritan Hospital 


three consecutive summers. The 
classes are designed to give confidence 
to older, experienced sisters who lack 
formal training and who need assist- 
ance, encouragement and morale. 
Administrators who provide this op- 
portunity of continuing education for 
such Sisters demonstrate their discern- 
ing judgment and foresight. So do 
those—and much more so—who, with 
an eye to the future and to the grow- 
ing needs of the modern hospital, pro- 
mote the education of some of their 
young Sisters in professional dietetics. 
In the past, administrators have 
come to see the need of providing 
nursing Sisters, not only with regis- 
tration, but also with degrees in higher 
education. They know, too, that the 
dietary department is responsible for 
the largest percentage of expenditures, 
after nursing service. Thus it is that 
directors of hospitals are seeing the 
wisdom of preparing and training Sis- 
ters as professional dietitians in order 
that they may play properly their vital 
part in the team-care of the patient. 


e Cincinnati, Ohio 


Dietitians are in demand! If an 
older lay dietitian is employed to work 
with a Sister cook, she is apt to en- 
counter personality conflicts; she may 
remain a relatively short time, soon ac- 
cepting a higher salary in another in- 
stitution where she has the opportunity 
of being promoted to manager. The 
younger lay dietitian, on the other 
hand, is apt to marry and leave hospital 
service to care for her family. But a 
Sister-dietitian, with appropriate guid- 
ance and training, may grow into a 
stable, excellent administrative director 
of a dietary department. 

She can learn a proper awareness of 
the interdependence of all persons and 
functions within the framework of pa- 
tient care. She will not be looking 
elsewhere for a higher salary or quick 
advancement: She will seek only the 
proper co6rdination and scientific ad- 
vancement of the dietary department 
as part of a united effort for better, 
more economical, efficient and personal 
service to the sick. Efficient function 
and organized management requires 





SISTER DIETETIC INTERN checks formula bottles with aids as instructor looks through 
glass window to check procedures. 
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Why squander man- 


IS IT WORTH IT? COMPARE HEINZ 








A bowl of Heinz soup costs you so little that it’s 
a downright waste of costly manpower to make 
your own. You can prepare a day’s supply of 
Heinz Soup in 10 minutes working time. No left- 
over problems, either. 

But only by tasting Heinz Soup can you judge 
the flavor. So we would like to send you a Chef- 
Size tin of Heinz Soup, absolutely free, so you 


Compare the labor, then the flavor...FREE ' 


can judge the flavor and quality for yourself. 

No obligation, of course. Choose any of the 16 
varieties listed at the bottom of this page. Com- 
pare it with the soup you are now making in your 
own kitchen. Let your own labor costs and your 
own tastes decide. Fill in the coupon and mail it 
for your free Chef-Size sample tin of Heinz Soup 
today. You’ll be glad that you did. 


HEINZ ««\57/= SOUP 


YOU KNOW IT’S GOOD BECAUSE IT’S HEINZ 


Bean « Beef with Vegetable « Chicken Noodle « Clam Chowder « Chicken with Rice ¢ Cream of Chicken « Genuine Turtle « Cream of Mushroom « Creo# 
of Tomato « Cream of Celery « Split Pea « Vegetable with Beef Stock « Vegetarian Vegetable « Beef Noodle » Cream of Pea « Chicken Consomm§ 
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hours making soup? 


SOUP AT OUR EXPENSE AND SEE! 
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CHICKE 


WITH RICE 








MAIL FOR FREE CHEF-SIZE TIN OF HEINZ SOUP 
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COMBINE HEAT 


WITH WATER AND SERVE 





H. J. Heinz Co., P.O. Box 28-D7, Pittsburgh 30, Pa. 


I'll compare and see for myself. Let me try a free Chef-Size tin of Heinz Soup. 


Variety 





(choose any soup from listing at bottom of opposite page) 

















City. Zone. State. 


Heinz 5]-oz. Chef-Size Soups are condensed—one tin makes two. 








individuals who may be regarded as 
more or less permanent, enduring, con- 
sistent in their services. 

This may explain, at least in part, 
the recent trend in some areas for hos- 
pital administrators to employ an ex- 
perienced man as Food Manager and 
to use dietitians as therapeutic asso- 
ciates or advisers. A good man stays 
on. So does the professionally trained 
Sister. 

In the United States there are five 
Catholic hospitals providing one-year 
internships in a dietetic program ap- 
proved by the American Dietetic Asso- 
ciation. These include Charity Hos- 
pital of Louisiana, New Orleans, La.; 
Good Samaritan Hospital, Cincinnati, 
Ohio; St. Anthony Hospital, Okla- 
homa City, Okla.; St. Louis University 
Hospital Group, St. Louis, Mo., and 
St. Mary Hospital, Rochester, Minn. 
There are more than 60 other hospitals 
which also offer dietetic internships, 
but for Sister Formation the environ- 
mental conditions are better in a 
Catholic institution. 

A recent survey by questionnaire 
and personal visitation conducted in 
February, 1957, affirmed the obvious 
advantages of dietetic education in a 
Catholic atmosphere. Sister interns 
engaged in study and practical work 
receive the respect and deference 
shown by personnel to all Religious in 
Catholic surroundings. Provisions are 
made for attendance at Mass, benedic- 
tion, and for confession. Each Sister 
has her own predieu or section in 
chapel. Opportunity is provided for 
customary prayers and for participa- 
tion in retreat Sunday conferences. 
Even vacation dates may be adjusted 
so that sisters can attend the annual 
retreat with their respective communi- 
ties. 

In three of the hospitals, Sister in- 
terns have in the convent a private 
bedroom equipped with running water, 
desk and study lamp. In two of the 
hospitals, Sisters from outside com- 
munities live in a single or double 
room in the nurses’ home. 

The white habits of Sister-interns 
are laundered for them just as are the 
uniforms for the lay dietetic interns. 
Although Sister-interns do not take 
their meals with the community oper- 
ating the hospitals, they may eat by 
themselves, either in a separate hall 
or in a designated section of a general 
hall. They do not customarily attend 
the regular recreation periods of the 
home Sisters, but in every case they 
are invited to special festivities, and in 
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PAY CAFETERIA dietitian instructs 
Sister intern. 


most cases to selected movies. One 
hospital has arranged for a special 
community room and snack kitchen in 
its new convent for the exclusive use 
of visiting Sisters. 

Sister dietetic interns are given the 
same opportunities for learning and 
for the assumption of responsibility as 
the lay interns. Sometimes they are 
given more, as when extra experiences 
or special projects are requested as be- 
ing particularly beneficial for an in- 
dividual, or are demonstrated as ful- 
filling the definite felt need of a cer- 
tain Sister. 

Sister interns are responsible to the 
internship director in regard to their 
studies and practical assignments. 
More indirectly, they are also under the 
supervision of the administrator of the 
hospital and of the superior of the con- 
vent in which they live. 

Like the lay dietetic interns with 
whom they are associated, they attend 
scheduled classes, receive practical edu- 


cation and supervised experiences in 
compliance with the essentials estab- 
lished for approved course training by 
the American Dietetic Association. 
They become familiar with formal lec- 
ture methods and informal class dis- 
Cussions, participating in the journal 
club, ward rounds, ward conferences, 
sociodrama, seminars, panels, demon- 
strations, projects and field trips. 

Practical experiences provided in the 
internship programs include adminis- 
trative service, patient service, infant 
and child feeding, nutrition teaching, 
research, community nutrition, and 
staff relief. 

In general a dietetic internship is 
comprised of many and varied learn- 
ing situations. Through these the par- 
ticipant becomes familiar with and es- 
tablishes in her own mind high stand- 
ards and acceptable criteria for a mod- 
ern dietary department. These activi- 
ties are summarized in the following 
outline. 


ADMINISTRATIVE SERVICE 
EXPERIENCES 


Food Production 


Participating in menu planning for pa- 
tients and personnel 

Supervising food production from raw 
to prepared state 

Directing food service and distribution 

Recording daily inventories 

Writing food requisitions 

Planning utilization of left-over food 

Calculating daily salad recipes and ad- 
justing standard recipes on file 

Figuring costs of recipes appearing on 
the menus 


(Continued on page 101) 








COSTS ARE EXPLAINED to Sister intern as part of her instruction and experience in overall 


dietary operations. 
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patients’ ledgers, case histories or any type of hospital record 

without time-consuming typing — proofreading and waiting. 
See a demonstration as proof in your office or in ours. 

(Incidentally, the one on the left is the photocopy.) 
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Public Relations in the Laboratory 


by SISTER M. EMERITA, O.S.F. 


eet TOWARD OTHERS is 
really the keynote to public re- 
lations. I think it is extremely im- 
portant to have a true understanding 
of this fundamental fact upon which 
the opinion of our public hinges. The 
only way to make friends, an essential 
for good public relations, is to make 
them on the basis of personal kind- 
ness to each individual we contact. 

The problem of maintaining public 
relations has gained a great deal of 
prestige in the past few years. The 
term public relations seems like a new- 
found word added to hospital jargon. 
But on analysis it is recognized as so 
fundamental that one wonders why the 
cover to the box containing it was not 
lifted much earlier. 

Numerous definitions have been of- 
fered—and will be—for Public Rela- 
tions. The simplest, most inclusive 
definition I can give is: Public Rela- 
tions is the practice of kindness, which, 
is “something added over and above 
to charity. It is the smile that goes 
with the gift. It is the gracious man- 


ner with which we do a thing; it is. 


the tone of voice and the way we 
speak. Kindness is to put others at 
their ease and make them feel their 
dignity.” In every article we read, in 
all our training, in every lecture and 
workshop the theme seems to be—THE 
PATIENT COMES FIRST. 

I will admit that our ultimate objec- 
tive is concern for the patient, but it 
is my conviction that concern for rela- 
tions with those closest to us is a 
springboard that can effectively cata- 
pult us to desirable relations with pa- 
tients. Therefore, I make bold to say, 
in this instance, let the patient come 
last. 

In my scheme I would like to set up 
the following order of importance for 
establishing kindly relationships: In 
the first place I would put the workers 
in each laboratory; then personnel on 
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the hospital wards; personnel in the 
special departments; doctors and finally 
patients. It stands to reason that con- 
sistent kindness in practice toward each 
of these groups can’t help but be re- 
flected finally in kindness to patients. 

There seem to be three methods 
commonly used in most hospitals today. 
1. The oral or “telling” system. (The 
first letter of this latter word should 
probably be a “y”.) 2. The written 
system. 3. The well-developed com- 
munications system. 

Under the oral method the super- 
visor of the laboratory meets with all 
old and new employees from time to 
time and tells them how things are to 
be done in the laboratory; what they 
can expect from the various ward per- 
sonnel and what the wards and special 
departments may expect of them. For 
example: the supervisor might say— 
“the wards know that the urines have 
to be in the laboratory by 7:00 a.m. 
if they expect them to be run with the 
first batch and have the reports avail- 
able when the doctors make their 
rounds.” The lab worker understands 
perfectly. 

However, as time goes on, the little 
aide from medical ward, who is as- 
signed to come on duty at 8:00 a.m., 
instead of being greeted on her arrival 
in the ward with a “good morning,” is 
instead handed a urine specimen by 
one of the nurses who says, “Rush up 
to the lab with this. The doctors will 
be asking for the report.” 

The aide obediently rushes up to the 
lab and is told testily, “You're late. 
Can’t you ever get the specimens up 
here on time?” The aide explains she 
just came on. This defense is followed 
by a little lecture from the lab attend- 
ant—"They know these urines are sup- 
posed to be up by 7:00.” Depending 
upon the heroism of the aide, this 
scene might end up with a “Don’t yell 
at me, yell at them!”—everyone is hav- 
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ing a yelling good start to a day 
which might well turn out to be a very 
poor day for the publics, both home 
and abroad. 

Under the written system, things are 
somewhat improved. Where this prac- 
tice has been established and someone 
has devoted every spare moment of 
three months composing a manual en- 
titled, “Clinical Laboratory Policies,” it 
would appear that smooth running 
would be the obvious order of the day. 
The very inclusive manual covers ad- 
ministration, techniques and proced- 
ures and personnel policies. It goes 
into great detail and gives everything 
from job descriptions to the price of a 
hemoglobin. Above all, it tells the 
ward personnel just what the lab ex- 
pects of them and gives a duly im- 
pressive list of do’s and don'ts. 

Once the book of policies has been 
completed and duly checked by the ad- 
ministrator and pathologist for content 
and the best rhetorician in the house 
for proper English and punctuation, 
copies of it are distributed to all the 
wards. 

But our 8:00 am. aide is again 
wending her way to the lab with a 
late specimen. The picture in the lab 
in the second scene is, if possible, a 
little worse than in the first. Now in 
addition to—"“They know the speci- 
mens are supposed to be up here by 
7:00,” the statement continues, “They 
can’t even read English. I wondered 
why we bothered to write that policy 
book anyhow.” 

Meanwhile, the aide returns to her 
ward vowing silently that the next 
time a nurse with a urine specimen 
bottle in hand looks in her direction 
she will be indispensably engaged else- 
where. 

The moral of this tale is that the 
best written policy manual does little 
unless it is read and used. 

The third method, that of com- 
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million square feet of rentable area. Over 15 million persons 
from every state in the nation and nearly all foreign coun- 
tries have visited the observatories on the 86th and 102nd 
floors, both open every day and until midnight every night. 

Whether the use of sanitary equipment is normal or is 
recurring days and nights, the performance, endurance and 
low-cost maintenance of the flush valves are of utmost im- 
portance. On all three of these essentials, Sloan Flush Valves 
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over 50 years. As the Empire State Building “tops them 
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their field. 
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munications is really a combination of 
the first two, leavened generously with 
kindness. In addition, all concerned 
must make a direct and definite effort 
to keep the use of this method a per- 
sonal thing—that is between the lab 
supervisor and one other person. This 
system presupposes that laboratory 
policies have been written. Only a 
written statement can be relied upon 
to delineate policies in the same way 
each time. It also includes discussion 
and explanation of the policies by one 
who is competent to do so. 

Advertising people tell us that a 


thing must be said 33 times if one 
wants it to be understood or ever 
heard. In my opinion lab policies 
would fare even better under the 
biblical 7 X 70 times. 

Returning to our original sequence 
of interpersonal relationships, the old 
adage “Charity begins at home” cer- 
tainly holds here. In this case, “home” 
is laboratories. We ought to be cer- 
tain that workers understand objectives 
and philosophy. It would be a good 
sign if all the policy manuals looked 
a bit battered and dog-eared. I delib- 
erately use the phrase “all policy man- 
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. 
uals.” I am sure the personnel of our 
department understand what we want, 
but do they understand all the policies . 
and problems of the other depart- 
ments? Too often we interpret public 
relations to mean only that others un- 
derstand us. It is a truism that com- 
munications is a two-way street. We 
must understand them also. 

Once we are fully convinced that 
the people in our own laboratories un- 
derstand our aims and objectives then 
we can begin to reach out farther. 
The next most important group in a 
laboratory public relations program is 
ward personnel. This includes every- 
one, from the newest aide to the super- 
visor. Several approaches can be used. 
Some find it convenient to meet with 
the supervisors and hope that they, 
in turn, will relay to their co-workers 
an explanation of lab policies. 

However, results are better if lab- 
oratory personnel play an integral, per- 
sonal role in the inservice training 
programs of an institution. In these 
they can reach all groups and explain 
to them, at their own levels, just what 
the services of the laboratory are and 
how they can best be used to give the 
patient better care. 

It is usually best to choose the com- 
mon tests for such explanations. In 
the first place, these are done the most 
frequently, and laboratories help from 
the ward to carry them out properly. 
Since there can’t be more than a few 
meetings of this type in a year, it is a 
good idea to arrange to send bulletins 
or notes to the floors from time to 
time. Address them to certain groups 
—that is, personalize them. Address 
them to the aides, the student nurses 
or the graduate nurses. 

Next in the line of relationships are 
the special departments. These are 
next-door neighbors, such as X-ray, 
O.R., physio-therapy, as well as the 
admitting office. All of these are in 
much the same situation as the lab- 
oratory, because their care of the 
patient is of short duration and of a 
specialized nature. Like a good sales- 
man, it would be wise to try to get a 
foot into their door. They are already 
“with us” because they, too, get im- 
proper requisitions, improperly pre- 
pared patients, etc. and consequently 
feel a common bond against ward per- 
sonnel. 

The admitting office can be a tre- 
mendous boon to the lab if its per- 
sonnel is cognizant of lab needs for 
giving better care to the patient. Of 


(Concluded on page 106) 
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(Concluded from page 82) 


ometric complex. The audience, di- 
vided into groups of seven or eight 
and seated at tables, elected leaders to 
ask the reader questions after each 
group had conferred and pooled its in- 
formation and understanding of the 
reader’s descriptions. In 30 minutes, 
this part of the experiment was over. 
A comparison of drawings showed that 
every member of the audience had 
drawn an exact copy of the figure they 
had never seen but had only had de- 
scribed to them. 


Trials Evaluated 


The lessons that may be derived 
from this experiment are several and 
quite pointed. Good communications 
implies not only a two-way street but 
a many-laned street. In the first part 
of the experiment we had one-way 
communication; orders (the descrip- 
tion) were given from on high, with 
no questions asked and no answers 
given. We used only five minutes, 
but what did we accomplish? Obvi- 
ously, nothing, since no one really un- 
derstood the orders they were given. 

In part two of the experiment, ques- 
tions and answers were permitted be- 
tween the reader and audience and we 
had two-way communications with 
greatly improved results. Orders were 
understood and carried out satisfacto- 
rily, at least by most of the audience. 
We used more time in getting such 
good results. Percentage-wise the cor- 
relation between time used and 
achievement was heavily weighted on 
the side of achievement in part two. 

In part three, effective communica- 
tions among all members of the group, 
the pooling and sharing of informa- 
tion, the permissive atmosphere be- 
tween audience and reader, ended in 
excellent attainment by all. 

As a concluding thought: _ let's 
change the “reader” in the experiment 
to “leader” or department supervisor; 
let's call the audience in the experi- 
ment employees; let's go back to our 
list of problems in getting work done 
through people. Did not the good 
communication system such as was 
demonstrated in part three of the ex- 
periment help solve most of the prob- 
lems: This experiment graphically 
demonstrates the value of making 
communication in each department as 
simple and as effective as whole- 
hearted coéperation can achieve. * 
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X-RAY TECHNOLOGY by 
Charles A. Jacobi and Donald 
E. Hagen. St. Louis, Mo.: 
C. V. Mosby Company. Pp. 
410, il.; $9.75. 


In X-Ray Technology Jacobi and 
Hagen have produced a text for in- 
structional use and a technical guide 
for the x-ray technican. Basic prin- 
ciples in physics, electricity, anatomy 
and physiology have been discussed 
briefly. A short chapter on darkroom 
technique and chemistry, and a very 
brief discussion on ethics is likewise 
included in the text. 

The section on positioning is well 
arranged and includes pertinent ana- 
tomical principles which precede ex- 
cellent illustrations by Merrill, to- 
gether with basic technical factors. 

On the whole, the text is good but 
lacks completeness as a reference book 
for instruction of x-ray technicians. 
It should serve, however, to be helpful 
“to the technician of limited experi- 
ence . . . and ‘on his own’ in the 
smaller hospital and clinics.” 

—Sister Mary Hugh, S.S.M. 
St. Louis, Missouri 


SUPERVISORY DEVELOP- 
MENT FOR HOSPITALS com- 
piled by Beverly Franks Dor- 
dick. St. Louis, Mo.: Catholic 
Hospital Association. Pp. 87; 
$2.00. 


This is a selected annotated bibliog- 
raphy which contains 773 entries, in- 
dexed and classified by subject area 
to assist hospital personnel who seek 
answers to their supervisory develop- 
ment problems and needs. Sources of 
training films are also listed. 

The compilation of this bibliog- 
raphy of published materials on super- 
visory development was completed as 
phase one of a special over-all re- 
search project to develop for hospitals 
a definite programNin this area. Con- 
ducted by the Catholic Hospital Asso- 
ciation, the study was supported by 
Research Grant W-27 from the Hos- 
pital and Medical Facilities, Bureau of 
Medical Services, Public Health Serv- 
ice, Department of Health, Education 
and Welfare. 

Because of the quantity of published 


materials in the field of management, 
this bibliography was restricted largely 
to publications of the past six years. 
However, previous items of particular 
importance have been included. 

Sub-divisions of the topic were se- 
lected after a series of surveys con- 
ducted among administrators, person- 
nel directors and various levels of su- 
pervisors, which outlined nearly 100 
areas of need for supervisory develop- 
ment. These areas were investigated 
separately, and all selected materials 
were re-classified under ten major head- 
ings which appear as chapters in the 
bibliography. 

Copies are available at the publica- 
tions department of the Catholic Hos- 
pital Association, 1438 South Grand, 
St. Louis 4, Mo. 
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CHEMISTRY 
VISUALIZED AND APPLIED 


By Armand Joseph Courchaine 


Biochemist and Laboratory Supervisor, Philadelphia General Hospital, Northern Di- 
vision. Formerly Instructor in Biological Chemistry, Hahnemann Medical College. 


New Second Edition 
Published April 1957 
Completely Revised 


Covers the fundamentals of inorganic, physical, organic, and biological chem- 
istry, plus nucleonics and the gas laws. 


This text is prepared for the survey courses for undergraduates in college. It 
is especially recommended for students preparing for careers in the field of health 
and disease. 
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classes. 


702 pages Profusely Illustrated $5.50 


SIMPLIFIED 
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By Armand Joseph Courchaine 
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The Queen’s Work has announced 
two special sessions of the 1957 Sum- 
mer Schools of Catholic Action for 
collegians and nurses. These sessions 
will be held August 26-30 at the Con- 
gress Hotel, Chicago and September 
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Close to 13,000 foreign Catholic 
students are now studying in this 
country, nearly 11,000 of them on 
non-Catholic campuses, according to 
“Hospitality to Foreign Students—A 
Challenge to American Catholics,” a 
pamphlet published recently by The 
Foreign Visitor's Office, Department 
of Education, N.C.W.C. Mr. Robert 
T. Murphy, Program Director of The 
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Foreign Visitor's Office points out that 
many of the Catholic foreign students 
on non-Catholic campuses have no con- 
tact with Catholic life in this country 
and that they are eager for these con- 
tacts. Catholic schools of nursing in 
cities where non-Catholic colleges and 
universities are located could help to 
fill this need both through their own 
activities and by encouraging students 
and their families to invite Catholic 
foreign students to their homes. Single 
copies of the pamphlet may be ob- 
tained from The Foreign Visitor’s Of- 
fice, N.C.W.C., Washington 5, D.C; 
additional copies (@ $5 per 100. 


“. 
x 


Miss Agnes Ohlson, President of 
The American Nurses’ Association, 
was elected President of the Interna- 
tional Council of Nurses at the 11th 
Quadrennial Congress held in Rome, 
Italy, May 27-June 1 





That’s the True Spirit! 











Midst criticism of hospital nursing 


| care, pleas that nurses remember the 
| patient as a person and oft-expressed 


fears that our schools of nursing are 


| pampering their students and turning 


out “clock watchers”—a story from the 


_ Hays, Kansas News, May 21, 1957 
| brings a refreshing and cheering note. 


The newspaper items headed “Students 


| at St. Anthony Join Forces to Save 
| Life” tells this story: 


| respirator. 
| to secure nurses to provide the con- 


A young woman patient at St. An- 
thony’s developed a “mysterious res- 
piratory ailment” and was placed in a 
The hospital was unable 


stant care needed by the patient. Sen- 
ior students, when they learned of the 
situation, held a meeting and arranged 


| to donate their free hours to provide 


| care for this patient during any hours 


the hospital could not cover. The stu- 
dents voluntarily contributed 60 hours 


| during a period of more than a week 


until the patient was out of danger. 
The 16 senior students, who will be 


| graduated in September 1957, are but 
| the fourth class in the history of one 
| of the youngest of the Catholic schools 


of nursing in the country. 


St. An- 


_ thony’s School of Nursing was estab- 


| 


| 


I 


‘present director is Sister M. Corinne, 
ACSA. * 


lished by the Sisters of St. Agnes in 
1951. Sister M. Digna, CS.A. was 
the first director of the school; the 


HOSPITAL PROGRESS 





SiakhieT, cdi aid RTS, 


anicanks 





SLM chies oid RI a. 


abner 








DIETARY 
(Continued from page 92) 


Estimating and figuring cost of food pre- 
pared and served for special events 

Keeping census and other vital records 

Acquiring skill in the use and care of 
stove, oven, steamer, grill, deep fryer, kettle, 
slicer, saw, blender, chopper, corer, scales 


SUPERVISING PERSONNEL 
Purchasing 


Learning office management 

Daily ordering of perishable food items 
after taking inventory 

Estimating of quantity needs based on 
usage and storage facilities 

Employing _ specifications, 
sheets, telephone orders 

Interviewing salesmen and placing or- 
ders for staple food items 

Testing comparative quality while par- 
ticipating in taste panels 

Checking invoices, kardexing purchases, 
evaluating inventories 

Requisitioning staple supplies, equip- 
ment, paper and cleaning materials from 
General Storeroom 

Learning storeroom management, re- 
ceiving all food items, checking all orders 
for quality, count, and weight 

Keeping perpetual inventory 

Distributing food and supplies to vari- 
ous kitchen units 

Maintaining sanitary housekeeping stand- 
ards, waste prevention, and good safety 
practices. 


quotation 


Coffee Shop 


Receiving guests 

Writing commercial menus 

Experiencing planned practical work at 
fountain, sandwich block and grill, steam 
table and salad counter 

Auditing, and then teaching classes for 
waitresses 

Making job analyses 

Planning personnel schedules 

Figuring time cards and payroll 

Cost accounting 


Pay Cafeteria 


Making time and motion studies, flow 
charts, work simplification suggestions 

Determining methods of portion control 

Operating cash register and following ac- 
counting procedures 

Experiencing planned practical work in 
use and care of coffee urns, cream and milk 
dispenser, toaster, bun warmer, steam table 
and tray subveyor 


PATIENT SERVICE EXPERIENCE 


Supervising tray service on medical, 
surgical, psychiatric, orthopedic, diabetic, 
obstetrical, and pediatric wards 

Daily writing of modified diets, includ- 
ing calculation of diabetic diets 

Visiting and instructing patients 

Teaching nutrition ward classes and tray 
service to student nurses 

Making rounds with resident doctors 

Auditing interviews with staff doctors 
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Writing case studies 
Requisitioning household supplies 
Instructing and supervising dietitian aides 


INFANT AND CHILD FEEDING 


Studying relation of diet to diseases of 
children 

Assisting in feeding children and in- 
fants 

Planning menus for children 

Attending pediatric ward 
with pediatricians 

Instructing mothers as well as children 

Calculating and preparing quantity house 
formulas for normal new born infants on 
obstetrical wards 

Preparing prescribed formulas for sick 
infants on pediatric ward 

Supervising technicians in formula lab- 


conferences 


oratory 

Using and caring for bottle brusher, 
rinser, autoclave, sterilizer, osterizer, quick- 
cooling refrigerator, hot plates, timer 


NUTRITION EDUCATION FOR NURSES 


Becoming familiar with nursing curricu- 
lum, organizations and journals, state board 
examiners, and licensing procedures. 

Learning state required nutrition course 
content and practice. 

Knowing what text books, teaching 
guides, and audiovisual aids are available 
and acceptable 

Constructing lesson plans in normal nu- 
trition and diet therapy 

Using various methods of instruction for 
formal and informal teaching 

Evaluating progress of student nurses 





THESE 


the Solution of Choice 


cutting edges. 


Economical to use. 








ALOROPHENY 





mec B-P GHLOROPHENYL 


containing HEXACHLOROPHINE (G-11*) 


for the Rapid Disinfection of Delicate Instruments 
for WARD « CLINIC ¢ OFFICE 


Non-corrosive to metallic instruments and keen 


Free from unpleasant or irritating odor. 
Non-injurious to skin or tissue. 
Non-toxic, non-staining, and stable. 


Potently effective, even in the presence of soap. 


In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- 
bolic acid) or mercury compounds . . . one 
highly effective in its rapid destruction. of com- 
monly encountered vegetative bacteria (except 
tubercle bacilli). See chart. 


FEATURES 


*Trademark of Sindar Corp. 




















Compare the killing time of this 
superior bactericidal agent 
Vegetative Bacteria | 50% Dried Blood | Without Blood 
Staph. aureus 15 min. 2 min. 
E. coli 15 min. 3 min. 
Strept. hemolyticus 15 min. 15 sec. 

















No. 300 B-P INSTRUMENT CONTAINER 
is suggested for your convenient and effi- 
cient use of BARD-PARKER CHLORO- 
PHENYL. Holds up to 8” instruments. 





PARKER, WHITE & HEYL, INC. 


Ask your dealer 


Danbury, Connecticut 
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Observing classes, and then teaching un- 
der supervision nutrition and diet therapy 


CLINICAL FOOD INSTRUCTION AND 
COMMUNITY NUTRITION 


Learning administrative procedures of the 
out-patient department 

Acquiring techniques for interviewing 
and securing nutrition histories 

Making diet modification for lower in- 
come groups 

Understanding relation of food clinic to 
various community relief agencies 

Visiting homes and teaching family 
members 


SCHOOL LUNCH SERVICE 


Participating in the food production and 
record control for public schools 





- 





LAWTON INSTRUMENT CATALOG COMPLETED 


600-Page Illustrated Reference Book Covers 
Every Major Field of Surgery 


The most comprehensive instrument catalog to 
be published in recent years is now available 


Simplified purchasing — The use of one complete instrument 
catalog saves time, eliminates confusion. 

Quicker service — Lawton instruments are stocked by your local 
surgical supply house for fast, dependable service. 

Correct patterns — Instruments bearing the Lawtor. trade mark 
are true to their original design, and are meticulously finished. 


For your free copy, write to 


gn 
GD) THE cw tutct tS COMPANY, 425 Fourth Avenue, New York 16 


A glance at this list of experiences 
provided during an A.D.A. approved 
internship is convincing evidence of 
the many advantages of employing a 
professional dietitian and especially of 
the feasibility of educating a Sister in 
this field. 

After a Mother General has pro- 
vided for the proper education of at 
least one professional dietitian and this 
individual has subsequently been ad- 
mitted to membership in the A.D.A., 
other Sisters may then be educated un- 
der her supervision at the hospital in 
which she is director of the nutrition 
department. Such Sisters must have a 
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B.S. degree in dietetics and must work 
for three years under the dietitian’s 
supervision before they are qualified 
for A.D.A. membership. 

One should observe that this three- 
year procedure may not afford as many 
nor as broad experiences as the one- 
year internship program of approved 
courses in the United States. It is, 
however, less expensive and allows the 
trainee to remain within her own com- 
munity for training. 

Hospital administrators with true 
wisdom, with an understanding and in- 
sight into modern needs, and with loy- 
alty to long-range community interests 
can readily comprehend the benefits 
to be derived from promoting the edu- 
cation and development of some young 
Sisters as dietary administrators. * 





RELIGION—MEDICINE 
(Continued from page 57) 


of service. The approach of death is 
the most obvious. Without any under- 
tone of anxiety or fear, the doctor can 
suggest, with quiet confidence, that a 
clergyman might be of help at this 
time, as at other times. If a patient 
is Roman Catholic, it is especially im- 
portant that the priest be summoned 
to administer the appropriate Sacra- 
ments. To the Catholic, the adminis- 
tration of these so-called “last rites” 
does not mean that the person is going 
to die. Rather, the first effect of Ex- 
treme Unction is peace of mind and 
soul, a spiritual uplift and strength 
which everyone needs in time of seri- 
ous illness. 

Death is an experience which none 
ultimately eludes. If a patient is 
grounded in faith which sees man as 
more than mere dust, death is not 
without hope and meaning, because his 
confidence is rooted in God.  Irra- 
tional fear of death is not simply ap- 
prehension about the great unknown, 
but absolute terror of the nothingness 
which seems to lie ahead. Such feel- 
ings grow out of many experiences. 
A priest, rabbi or minister can do much 
to help dispel these fears and to aid 
the person to meet this crisis tri- 
umphantly. 

The presence of guilt—real or mor- 
bid—presents another occasion in 
which the clergyman can be of aid. 
Morbid or neurotic guilt arises from 
a distortion of the accepted morality 
imposed on us by parents and society. 
We sometimes feel guilty over atti- 
tudes and actions which we ought not 
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new al parts are precision machined 
+ «+ NO maintenance problems 


new Self-reseating safeties for patient 
protection 


NEW Exclusive REGULITE adjusting cap 
for error-free flow setting 


new Engineered for vertical positioning 
of humidifier 


NEW, stabilized seats prevent freezing, 
vibration and seat ignition 


Diaphragms are of special stainless steel. 
Nylon pointed adjusting screw prevents 
metallic friction. Easy-reading 2" gauges 
are color-coded with white calibrations 
(4000 1b. H.P. O2 gauges for extra safety). 


New LIQUI-MED Therapy Regulators present an 
entirely new dimension... function! They have 
been designed expressly for use by hospital 
personnel. Absolute accuracy and ease of 
adjustment are designed in... mistakes are 
engineered out! 


LIQUI-MED Therapy Regulators are so simple 
to use, so practical, and have so many new 
features that they virtually obsolete any equip- 
ment you are now using. They are as safe as 
modern science can make them. Chromium 
finish is easily cleaned to hospital standards. 


LIQUI-MED Therapy Regulators are not only 
the finest your hospital can buy...their modern 
design, maintenance-free construction and 
durability also make them your Jest buy for 
long-term, true economy. Write to The Liquid 
Carbonic Corporation, Medical Gas Division 
for full particulars. 


Liquid also produces famous 
RED DIAMOND Medical Gases. 


— 
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=" 7 THE LIQUID CARBONIC CORPORATION. 


3100 South Kedzie Avenue Chicago 23, Ilinois 
Branches and Dealers in Principal Cities ¢ In aieitie IMPERIAL OXYGEN LTD., Montreal 
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to feel guilty about, and fail to feel 
guilty about those for which we ought 
to feel remorseful. Since such feel- 
ings prevent the patient from becom- 
ing well, they need to be removed. 

On the other hand, real guilt must 
be acknowledged and accepted before 
healing can take place. We cannot 
forgive ourselves for failing to be what 
we ought to be. Only because we are 
loved and accepted by God, in spite 
of our failure, can the right relation- 
ship with ourselves, with others, and 
with God be restored. It is in such 
circumstances, where guilt is involved, 
that the presence of a clergyman is 
needed. Although interpretations of 
the clergyman’s ro!e vary, all religious 
faiths stress his responsibility to rep- 
resent the power of religion capable of 
freeing the individual from failure and 
guilt. 

For the Catholic, this is where Con- 
fession plays its therapeutic role.* 

The loneliness which comes with 
long convalescence or a severe handi- 
cap may become an acute problem for 
the patient. Neither the doctor nor 
the nurse has the time to spend more 
than a few brief moments with him. 
A clergyman can bridge the gap be- 











Combination THERAPEUTIC 
TANK AND POOL, Model HM 
1200 ... A special stainless 
steel tank permitting a com- 
bination of passive and vol- 
untary exercise with hydro 
and manual massage, while 
avoiding the necessity of at- 
tendant entering the water. 


50 MILL ROAD, FREEPORT, L. I., N. Y. 


tween the narrowed world of the hos- 
pital room and the active life outside. 

In any pre-operative situation the 
rabbi, minister or priest may be able 
to comfort both patients and their fam- 
ilies, who often become emotionally 
upset under the stress of such a crisis. 
A patient may grow antagonistic to- 
wards his doctor or the family may 
distrust the doctor’s decision that an 
Operation is necessary.. The clergy- 
man can help renew both the patient's 
and the family’s trust in the doctor. 
Because he is not part of the hospital 
team which to the patient has become 
a “vested interest,’ he can mediate 
in an especially constructive way. To 
the Catholic patient, seeing the priest 
before any operation is essential; Con- 
fession and Holy Communion mean 
much to him at this time. Doctors 
have thanked me innumerable times 
over the last four years, during my 
service as chaplain at New York Hos- 
pital, for my efforts in giving courage 
and confidence to patients and their 
families before an operation. 

Since 1952, when our organized 
spiritual program began at New York 
Hospital, I have made over 30,000 vis- 
its a year to patients. Not once in 
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Combination ARM, LEG 
AND HIP TANK, Model 
HM 601...Stationary, 
stainless steel unit for hy- 





these many thousands of visits have | 
met with rebuke. This is excellent 
proof of the average person’s yearning 
for spiritual nourishment, for care of 
soul as well as body. 

Doctor and clergyman must work 
hand in hand. By being sympathetic 
to the religious as well as the medical 
needs of his patients, the doctor is ful- 
filling his responsibility to provide, 
so far as he is able, for the total needs 
of those patients who have been en- 
trusted to his care. * 


*There are many striking examples of 
what Confession does for the Catholic pa- 
tient. Here ts just one. About two years 
ago, a man was brought into New York 
Hospital with suspicion of cancer. He 
was very upset, as were members of his 
family, who asked for a priest immediately. 
Before I visited the patient, the family 
asked to see me. The man’s wife and 
children told me they were fearful not 
so much about the physical outcome, but 
because their husband and father had been 
away from the Church for so many years. 
They felt sure that the patient’s fear was 
grounded in this. So it proved. After 
talking to the patient for a time, hearing 
his confession, and assuring him that he 
was no longer at odds with God, he was 
perfectly at peace. For the remainder of 
his four weeks terminal stay in the hospital, 
doctors and nurses all remarked about the 
wonderful example of peace and resigna- 
tion exhibited by this patient and his 
family. 
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why hospitals choose 
new. Lean Twi-Nighter’ Venetian Blinds 








easy to keep sanitary 


Flexalum wipe-clean plastic tapes have no loose 
fibers, no porous openings to absorb dirt or bac- 
teria. And they won’t fade, fray, shrink or stretch. 
Spring-tempered aluminum slats have exclusive 
baked-enamel finish with permanent hard wax sur- 
face that’s easier to keep clean. 


give complete light control 


Now patients can rest comfortably in the daylight 
hours too. Twi-Nighter blinds make rooms not just 
dim — but dark! Keep out 6 times more daylight 
because of Flexalum’s new shut-tight design. Light 
leakage is eliminated — privacy is assured. (Tests 
by U.S. Testing Laboratories.) 








BACTERIA TEST demonstrates that 
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LIGHTMETER TEST proves tighter clo- 
sure. Under identical conditions, 
lightmeter probes measured light in- 
tensity: for standard blind 5.2 foot 
candles; for the Twi-Nighter only 
-85 foot candles. 


Write today for free literature, or for the name of your 
nearest Flexalum dealer who will be happy to discuss hos- 


pital prices with you. 


SALT SPRAY TEST shows how Flexalum 
slats stay clean and new-looking for 
years. Flexalum slat (at left) looks 
unchanged after 500 hours exposure 
to salt spray. Others exposed only 


375 hours. 





under identical test conditions fabric 
tape picked up over 700,000 bacteria 
per square inch. Flexalum plastic 
tape picked up only 100 bacteria per 
square inch. 


Hunter Douglas Aluminum Division of Bridgeport Brass Co., Dept. HP, 405 Lexington Ave., New. York 17, N. Y. 


















CLINICAL LAB 
(Concluded from page 96) 


course, much depends on the specified 
role the admitting office plays in rela- 
tion to each individual laboratory. In 
St. Gabriel’s Hospital, which is a small 
one, out-patients and blood donors are 
brought to the lab by office personnel. 
Usually they call before bringing them 
up. But it did take considerable edu- 
cation to convince them that the name 
of the patient and the type of test he 
was to have were important to us. 

Our next group is made up of doc- 


tors. They understand the interpre- 
tation of laboratory tests very well. 
However, most of the doctors are too 
far removed from their internship days 
to recall how long it takes to perform 
a specific test or how much work 
it entails. Furthermore, some small 
laboratories, not equipped to do spe- 
cial tests, may have to engage the serv- 
ice of a laboratory many miles away. 
This delays reports as much as several 
days. 

In such instances be sure that doc- 
tors know this. In our own hospital it 
is quite simple to contact the doctor 










GRAND RAPIDS 


(4 


een OLALULTEL By 
— WA 


SECTIONAL SYSTEM 


BE SURE... 


... you buy and receive 


GENUINE 


Schwartz UNITS 
























































































































































Units can be arranged to fit any layout, any set of working conditions. Whether 
you plan to remodel or design a new department, our distributors will gladly 
help you in selecting appropriate units. Or if you wish assistance in establishing 
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and specifications. 


Manufactured Solely and exclusively by 
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and tell him. However, for best service 
it is well to put a note on the chart 
explaining approximately when the re- 
port can be expected. Then when the 
doctor visits his patients he can give 
them specific information instead of 
vague answers. 

I am sometimes tempted to write 
the letters s T A T in addition to the 
M.D. behind a few doctors’ names. Is 
seems everything they order is “stat.” 
However, with a little patience on the 
part of the lab worker even these doc- 
tors can be educated to the fact that an 
unnecessary stat order can actually cur- 
tail good patient care. If laboratories 
are careful to carry out “today” orders 
with as much dispatch as possible, 
many of the stat orders will drop off. 

Finally, we shall consider patients. 
If a communications system has been 
well developed all personnel, from the 
newest aide to the doctor, are fully 
cognizant of and sympathetic with lab- 
oratory policies. When a_ patient 
complains that his arm looks like an 
upset paint pot, and feels like he had 
been in a fight, any one of his attend- 
ants can explain in some way why all 
of this discomfort is necessary. When 
a patient fusses that he hasn’t had his 
breakfast by 11:00 a.m., ward person- 
nel can assure him with a complete 
explanation of the particular tolerance 
test he is having and what great value 
it will be in helping the doctor diag- 
nose his case. 

Better still, if someone has been 
kind enough to explain to a patient in 
advance that he can expect a very late 
breakfast and give him the reasons 
why, his complaint will be curtailed. 
Such small but necessary kindnesses 
and respect for the dignity of each pa- 
tient pay great dividends. It takes 
but a few kind words to gain the con- 
fidence of patients, not only for that 
particular attendant, but for the entire 
medical team. 

It is kindness that makes us thought- 
ful of others and disposes us to mani- 
fest more than the ordinary require- 
ments of social courtesy. Training in 
good business proceedings demands 
business courtesy. Certainly in Cath- 
olic hospitals we should rise above 
the natural and reach for a true attain- 
ment of the virtue of kindness. 

Father Faber tells us—‘“Kindness is 
the coming to the rescue of others 
when they need it, and it is in our 
power to supply what they need.” If 
we would practice this axiom we would 
indeed enjoy perfect public rela- 
tions. * 
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SWISS STEAKS: 

Tender and flavorful 
Available: 4, 5 and 6 
oz. Cost per oz.: 5 to 
8c, depending on qual- 
ity desired. 





Write Today 
for New 


MEAT BUYERS 
GUIDE! 





This free 16 page, beautifully 
illustrated brochure highlights 
the many advantages derived 
from the use of Pfaelzer 
Portion-Control Meats. Tells 
how to achieve maximum effi- 
ciency in your food department 
by controlling costs, quality 
and waste—while adding vari- 
ety to your menus. 

Pfaelzer Brothers also offer a 
full line of oven-ready roasts 
and primal cuts of beef, lamb, 
pork and veal; also poultry, 
seafoods, provisions and food 
specialties. Complete price 
lists sent on request. 


plaelzer 


BROTHERS, INC. 





Union Stock Yards « 939 West 37th Place « Chicago 9, illinois 


Pioneer and Pace-Setter in Portion-Control Meats 
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NURSING SERVICE 
(Continued from page 66) 


At this point the inservice education 
and training program is viewed with 
the purpose of meeting the needs of 
present professional members of the 
nursing service staff. 

Leadership ability and skill are the 
least developed capacities of nurses. 
To develop concrete, practical steps of 
approach for the inservice program in 
order to meet this need of professional 
nurses, three levels of responsibility 
were considered; namely, R.N. as a 
Team Leader, R.N. as a Head Nurse 
and R.N. as a Supervisor. The prin- 
ciples of developing leadership ability 
are the same for all three levels and 
equally applicable with slight modifi- 
cations. 

Let us consider development of in- 
service education and training pro- 
grams to meet the needs of present 
supervisors. Administration can never 
effectively plan to meet the needs of 
supervisors and head nurses until it 
fully recognizes these needs. Nursing 
service is the combined efforts of all 
who give care to patients, not an office 
and the director who occupies it. 

Administration must, then, create a 
situation which will enable supervisors 
and head nurses themselves to explore 
the weak points in the effects of their 
service. Since what the supervisor or 
head nurse feels is her need at any one 
time may be something less than what 
is required for the improvement of 
nursing service in the mind of admin- 
istration, the initial problem is to start 
a chain reaction cycle for planning ex- 
periences through which changes in 
sensitivity to her need occur. 

“You can take a horse to water but 
you can’t make him drink” applies to 
the inservice education program. The 
learner, namely the supervisor, or head 
nurse must be willing to learn what is 
desired for her. Let this be her guid- 
ing idea—to acquire a desire, an eager- 
ness to become increasingly competent 
to fulfill her particular role. Nurses are 
primarily doers. Their glaring defi- 
ciency, if it may be stated in a few 
words, is not inability to do treatments 
of all sorts and complete specific as- 
signments; in this field of action they 
are at home. The crux of the matter 
lies in this; that their numerical insufh- 
ciency in nursing service staffs places 
them in a position to apply their 
“know-how” of .patient care through 
the nonprofessional worker, added to 
nursing service staffs because there are 
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not enough professional nurses to go 
around. To help professional nurses 
to become good leaders and develop 
the ability to supervise is the real need 
to be met by inservice education and 
training programs. 

Good supervisors, head nurses and 
staff nurses do not just “happen.” They 
are developed by a growth process. 
Hospitals can adopt a supervisor or 
head nurse building program, based 
upon proven methods, which will 
bring to the organization the benefits 
of capable leadership. 

The “how” of planning and imple- 
menting an inservice education and 
training program as adopted by indus- 
try may be applied to the development 
of supervisors, head nurses or staff 
nurses. The levels of responsibility 
differ but the leadership functions are 
the same; she is a leader nurse. 

The gap between responsibility for 
her own work to responsibility for the 
work of others—and the people them- 
selves—is probably the most difficult 
transition in a nurses’ working career. 
One day she is a worker—taking or- 
ders, doing a job, leaving it behind 
when the shift is finished. She has no 
cares for the planning and achieving 
of nursing service and cost goals. The 
next day she is a supervisor—giving, 
as well as taking orders, getting others 
to do a job, staying at her work after 
the shift is ended and perhaps taking 
work home with her. She plans and 
worries how to meet schedules and 
nursing service needs with available 
help and equipment; lives with the 
fact that getting others to turn in the 
kind of job she wants, when she wants 
it, often presents a bewildering array 
of problems. She needs help. 

Need one ask, “Is training neces- 
sary?” Clearly, it is. But in what 
and how? The sound approach to any 
problem, training or otherwise, is to 
use the basic scientific method: (1) 
state the problem (2) get the facts 
(3) analyze the facts (4) take action, 
and (5) follow up. Applying this 
method to training a supervisor, we 
find our problems can be reduced to 
five questions: 

1. What does she need as super- 
visor? 

2. What has she now? 

3. How can she get what she 
needs? 

4. How can we tell when she has 
met these needs? 

5. How can we help the super- 
visor to maintain her gains 
and continue her growth? 


It may be a normal reaction at this 
point to feel that job specifications and 
functions are spelled out already. Re- 
member, however, that if a group does 
not identify its own needs, imposed 
lists or detailed outlines handed out 
are rarely meaningful. Again the 
greatest benefit and most immediate 
results are obtained if the inservice 
training is geared to meet the needs 
of present supervising staff members 

Establish a committee or work group 
of three to seven members, with ap- 
propriate representation from admin- 
istration, supervisors, head nurses and 
appropriate consultants or experts as 
needed. Develop a common body of 
knowledge, skill and ability which is 
expected of supervisory personnel in 
a particular institution. 

There is no rigid length or amount, 
but probably eight to 16 hours, or 
even 32 hours of basic class or confer- 
ence would be satisfactory. 

Every supervisor should be required 
to complete the basic course to in- 
sure a common fund of knowledge. 
This completed, an on-going series of 
conferences, at least once a month to 
further broaden ability, would then be 
planned and so scheduled that con- 
sistent attendance could be required. 

At this point, administrators and su- 
pervisors may well fee/ the urge to ex- 
claim, “Yes, ’sounds good but a lot 
of nonsense—if nurses would do a lit- 
tle work instead of standing around 
and taking coffee breaks we could get 
the work done,” or the familiar objec- 
tion—"What! More meetings and 
more money spent to hire inservice in- 
structors? When are they going to 
do a little work and talk less?” 

The reaction is understandable but 
if indulged becomes a snare, a trap and 
a delusion. 

Again I repeat, good supervisors and 
head nurses do not just happen. They 
are developed by a growth process. 
And the insetvice education and train- 
ing program can be the means of giv- 
ing desired direction to that growth 
process. Newer programs of educa- 
tion for nurses are attempting to in- 
clude pre-service preparation for lead- 
ership and supervision skills but it 
will be a long time, if ever, before su- 
pervisors and head nurses come fully 
prepared. 

Look at it this way. A head nurse 
or supervisor who serves for a five- 
year period represents an investment 
in wages of some $25,000 to $40,000. 
In addition, she has the responsibility 
for the use and care of many thousands 
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of dollars’ worth of equipment, sup- 
plies and materials. She is responsi- 
ble for the safety and welfare of the 
human beings under her direction. 
Clearly, a fraction of one per cent of 
the investment is a small charge for 
the insurance provided by a sound in- 
service education and training pro- 
gram. 

Do not borrow someone else’s pro- 
gram and attempt to adapt it. There 
is no shortcut or pre-made plan that 
will work. The program depends for 
success upon the insight and mutually 








felt needs of all involved in a particu- 
lar nursing service. 

An effective inservice education and 
training program requires important 
steps, such as selection of the person 
to be placed in leadership roles, train- 
ing and development, and maintain- 
ing competence. Planned and sus- 
tained effort to implement an inservice 
training program will bear fruit and 
will be well worth the effort. 

Hospitals can achieve better serv- 
ices, plus economy, with an inservice 
education and training program tail- 
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ored to meet the needs of personnel of 
their own nursing institutions. 

Let me quote the views of our Holy 
Father, Pope Pius XII, which we might 
take as a justification for the inservice 
program. “Thus, efforts should be 
made to fit a worker to a job suitable 
to his talents and training. He should 
be made to feel a valuable and re- 
spected part of the firm. The worker 
in turn would then take to heart the 
interests of his company.” 

When all is said and done, no one 
will deny that nursing service is the 
heart of the hospital. If we fail in 
this vital service, of what avail are 
palatial hospital plants, extensive lab- 
oratories, or a multiplicity of clinics? 

Administrators, directors of nursing 
service, supervisors—need to examine 
this entire question in their own par- 
ticular hospitals—in a spirit of the 
most rigid self-criticism. We need to 
follow, step by step and minutely, 
the entire process. We need to re- 
discover and re-learn the ability to see 
and feel and hear as Christ would want 
us to care for the patient—who trust- 
ingly places his life into our hands 
when he enters our doors. * 
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PERSONNEL CHANGES 


M@ ALBERT L. SAMIS has been ap- 
pointed assistant administrator of St. 
Vincent's Hospital, New York, N.Y. 
A graduate of the Columbia University 
course in Hospital Administration, 
Mr. Samis was formerly administra- 
tive resident at the New York Hospi- 
tal, according to the announcement by 
St. Vincent Administrator Sister Lo- 
retto Bernard, S.C. 

















M@ SISTER M. MINALIA HORRIGAN, 
S.P.S.F., has been named Provincial 
Consultant in Nursing for the schools 
of nursing conducted by the Sisters 
of the Poor of St. Francis. She will 
work out of St. Elizabeth Hospital, 
Dayton, Ohio, where she was director 
of the school of nursing for 23 years. 
A regular contributor to professional 
magazines, Sister Minalia has held 
membership on the board of directors 
of district, state and national nursing 
organizations. Other appointments an- 
nounced recently by Rev. Mother In- 
nocentia, S.P.S.F., Provincial Superior 
are: Sister M. Evarista, from Director 
of St. Elizabeth Hospital School of 
Nursing, Covington, Ky., to the same 
post at St. Elizabeth, Dayton, Ohio; 
Sister M. Lucy, from Director of 
Nursing Service at St. Elizabeth’s, Cov- 
ington, to Director of the School of 
Nursing at St. Mary's Hospital, Quincy, 
Ill., and Sister M. Rosalie, from the 
staff of St. Margaret Hospital School 
of Nursing to Director of St. Eliza- 
beth’s, Covington, school. 
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M@ HERBERT G. RICE is the new 
business manager at St. Joseph’s 
Hospital, Baltimore, Md. The 
newly-created post includes 
charge of the accounting office, 
admitting office and out-patient 
and accident departments. Mr. 
Rice was employed for five years 
in the internal auditing depart- 
ment of John Hopkins Hospital. 


M@ SISTER MARY MADELINE, O.S.F., has 
been appointed assistant administrator 
of St. Francis Hospital, Poughkeepsie, 
N.Y., succeeding Sister St. Denis, re- 
cently transferred to St. Agnes Hos- 
pital, White Plains, N.Y. Sister 
Madeline pursued advance courses in 
Hospital Administration at Catholic 
University and has held the post of 
administrator in three hospitals. She 
is a member of the American College 
of Hospital Administrators and the 
American Association of Hospital Ac- 
countants. 


@ SISTER MARY VINCENT, C.CV.L, ad- 
ministrator of St. Joseph’s Hospital, 
Fort Worth, Texas, has announced the 
appointment of two laymen to her 
staff. David DeBacker, who com- 
pleted his administrative residency 
June 1 at the hospital, has been named 
assistant administrator. Leo C. Bar- 
gielski has begun his administrative 
residency at St. Joseph’s. Both men 
are graduates of the St. Louis Uni- 
versity course in Hospital Administra- 
tion. 


M@ MR. EDWARD RENSCH, a native of 
East St. Louis, Ill., has been appointed 
assistant administrator at Mercy Hos- 
pital, Toledo, Ohio, according to an 
announcement by Sister M. Blanche, 
administrator. Mr. Rensch has recently 
completed administrative residency at 
a Veterans Administration Hospital in 
Houston, Texas. Mr. Richard E. 
Heim has accepted the position of 
plant and maintenance director at 
Mercy. 


M@ SISTER DOLORITA, O.S.F., has as- 
sumed duties as administrator of St. 
Mary’s Hospital, La Salle, Ill. The 
former supervisor of the nursing floor 
at St. Joseph’s Hospital, Joliet, Ill., for 
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25 years succeeds Sister M. Tharsilia, 
a veteran of more than 50 years in 
hospital work. 

















M@ ROY HUDENBURG will begin du- 
ties Sept. 1 as Director of Clinical Fa- 
cilities for the Community Health As- 
sociation, Detroit, Mich. He is cur- 
rently associate administrator for prop- 
erty services of the Miners Memorial 
Hospital Association. A native of 
Chicago, Mr. Hudenburg has won na- 
tional fame in the fields of hospital 
planning and architecture. As a staff 
member of the American Hospital As- 
sociation, he conducted a postwar sur- 
vey of hospital building needs, edited 
the first annual A.H.A. directory and 
developed the A.H.A. program for ap- 
proval of hospital architects while con- 
ducting institutes on hospital planning. 


@ REV, HARVEY EGAN, chaplain at St. 
Mary's Hospital, Minneapolis, Minn., 
has been transferred to the pastorate 
of St. Peter's Church, Mendota, Minn. 
He has been succeeded by Rev. 
George Eischens, former pastor at 
Lamberton, Minn. 


M@ REV. ANDREW PISANO, former 
assistant pastor at St. Malachy’s 
Church, Los Angeles, has taken 
over the post of assistant chap- 
lain at St. Francis Hospital, Lyn- 
wood, Calif. He succeeds Rev. 
Thomas Sheehy, who has been 
moved to New York City. 
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™@ SISTER MARY VALENTA, F.S.S.J., died 
recently at St. Mary’s Hospital, Brook- 
lyn, N.Y., where she had been admin- 
istrator and treasurer since 1949. A 
native of Westfield, Mass., Sister Va- 
lenta had been a member of the Fran- 
ciscan Sisters of St. Joseph for 34 years. 
Interment was in St. Stanislaus Ceme- 
tery, Buffalo, N.Y. 


JUBILEES 


M@ SISTER MARY VINCENT, O.P., has ob- 
served her Golden Jubilee as a Sister 
of the Third Order of St. Dominic at 
Saint Rose Hospital, Great Bend, Kans. 
After spending most of her 50 years 
in religion giving nursing care to the 
sick, Sister Vincent still makes twice- 
daily rounds of the hospital, bringing 
a word of cheer and comfort to pa- 
tients. At the age of 82, she recalls 
vividly her voyage from Germany to 
this country in 1904. 

m A double celebration was held at 
St. Cloud Hospital to honor two Sis- 
ter jubilarians. Sister Borgia, O.S.B., 
observed the anniversary of 50 years 
in religious life at the same time as 





Sister Isidore celebrated her 25th ju- 
bilee. The Sisters were joined in the 
observance by five other nuns, already 
Golden Jubilarians. 

m At St. Francis Hospital, Lynwood, 
Calif., Sister Charlotte and Eymard, 
O.S.F., celebrated their silver jubilees 
of religious profession. Sister Char- 
lotte supervises the hospital emergency 
room and Sister Eymard lives at the 
hospital but teaches at a nearby school. 


m@ Four members of the Francis- 
can Sisters of Perpetual Adora- 
tion were honored recently at St. 
Francis School of Nursing, La- 
Crosse, Wis. The occasion 
marked the diamond jubilee of 
profession for Sister M. Loyola, 
the golden jubilee for Sisters M. 
Chrysantha and M. Hubertine, 
and the silver jubilee for Sister 
M. Francita, director of the 
school. 
m St. Margaret’s Hospital, Kansas City, 
Kans., was the scene of a solemn high 
mass and reception to celebrate the 
silver jubilee in Religion of Sister 
Mary Anthony, director of nursing at 
the hospital since 1954. Rt. Rev. 
Msgr. John Horvat, archdiocesan di- 


rector of Catholic Charities, celebrated 
the mass and relatives and friends of 
the Sisters of the Poor of St. Francis 
were invited to the reception which 
followed. 


HONORS, AWARDS 


™@ SISTER MARY MAURITA, R.S.M., ad- 
ministrator of Mercy Hospital, Bay 
City, Mich. has presented service 
awards to 27 staff members with 10 
years or more at the hospital. Mrs. 
Martha Gray, laundry supervisor was 
honored for 33 years of service to 
Mercy—the employees feted have ac- 
cumulated a total of 448 years of serv- 
ice to Mercy patients. 


™@ SISTER PHILOMENA BRADY, 
S.C., codrdinator of the Mental 
Health Pavilion at St. Vincent 
Hospital, New York, N.Y., has 
been appointed to an important 
committee of the National 
League for Nursing. Sister will 
serve on a committee of the 
N.LN. charged with drafting a 
“Patients’ Bill of Rights,” a proj- 
ect recommended by the N.L.N. 
Committee on the Future. * 
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DISASTER ROUNDUP 

(Continued from page 54) 
sides our own chaplain were several 
other priests who appeared as if by 
magic to absolve, bless and comfort 
those in sorrow for the loss of one held 
dear. 

The hospital authorities are proud 
of the way personnel responded to the 
emergency and the fine spirit shown by 
all. No one showed panic. All went 
quietly and efficiently about the jobs 
assigned to them. 

Soon after the casualties began ar- 
riving, representatives from other agen- 
cies started contacting the hospital. 


Members of the press came and the re- 
porters were most coGperative, as were 
representatives of the local radio and 
television stations, the C.B.C. and other 
agencies. We released lists of those 
admitted and where they had been 
placed as quickly as possible. They 
worked with us, getting the material 
they needed and telephoning their or- 
ganizations—at the same time trying 
to stay out of the way of those who 
were caring for the patients. 

A small room near the entrance 
where the patients were admitted was 
made available to them and this proved 
an admirable arrangement as the 














Because Snowhite “ 
Uniforms are so at- 
tractive and so comfort- 
able, Student Nurses and 
Nurse Aides enjoy wearing 
them. Attractive apparel promotes ~~ 
an “esprit de corps" and strengthens \ 
the students’ determination to become 
good nurses. 


Hospital Executives: Write for complete 
information and sample garments. 


aes Garment Mfg. Co, 


MILWAUKEE 4, WISCONSIN 


MEMBER, HOSPITAL INDUSTRIES ASSOCIATION 


STIMULATE YOUR 
TRAINING PROGRAM WITH 


. on 



















room was equipped with telephones. 
Red Cross representatives were given 
the names of the casualties; they were 
already receiving telegrams from wor- 


ried out-of-town relatives. They of- 
fered any help needed. 

Nurses aides, Red Cross Gray Ladies, 
and others offered their services. Per- 
sons called in to say that they had 
cars which could be used as ambu- 
lances or beds which we could have. 
In short the people of Springfield re- 
sponded as typical, generous Amer- 
icans always respond to the needs of 
others in time of trouble. 

Since the second tornado did not 
strike, the number of casualties was 
less than we had been led to expect. 
Many patients went home even though 
they had injuries that could have kept 
them in the hospital. As many as pos- 
sible of those who stayed in the hos- 
pital were placed in beds. Others 
were cared for in the emergency dis- 
aster ward and rooms set up for this 
purpose. 

Extra help also stayed on the night 
shift in the emergency department as 
some of the rescue workers who were 
digging in the rubble were injured 
while working. By noon the follow- 
ing day some of those who had stayed 
in the hospital were able to go home. 
Most of the injuries were fractures, 
lacerations, puncture wounds and 
shock. 

We would not welcome another 
chance to practice our mass casualty 
plan but we have learned much from 
experience. We have learned that 
some parts worked well and that others 
need revision to make the plan func- 
tion smoothly. We have learned that 
it does pay to have a plan. 


St. Joseph's, K.C. 


HE EVENING of May 20th was a 
tL typical one at St. Joseph. There 
had been no emergency calls; patients 
were resting quietly and visitors be- 
ginning to leave. 

Sister Michaella Marie, administra- 
tor, received a tornado report at ap- 
proximately 8:10 P.M. from Doctor 
C. Edgar Virden via telephone. Prep- 
arations were immediately begun to 
receive tornado victims. 

Central Service was alerted and is- 
sued a large quantity of emergency 
supplies. An emergency bed ward 
was set up in a first floor classroom. 

Doctors and nurses began to arrive 
at the hospital without being called. 
Private duty nurses who were at home 
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went to the nearest hospital. 

The first patients arrived at about 
9:00 P.M., by ambulance, police car 
and private automobile. 

The St. Joseph Emergency Disaster 
Plan was immediately put into effect. 
As the victims arrived, the triage of- 
ficer, Dr. W. W. Gist, examined them 
and determined disposition of casual- 
ties. Only the critically injured were 
sent immediately to surgery. Some pa- 
tients, less severely wounded, were 
given sedation to await later treat- 
ment, to prevent initial jamming of 
the various departments. Head wounds 
of some patients were not immediately 
closed since skull fractures might have 
necessitated a later reopening of the 
wound. 

Before sending patients to x-ray, 
contact was made with this depart- 
ment to determine the number of pa- 
tients they could handle at a given 
time. This prevented a traffic jam in 
the halls outside the department. About 
25-30 doctors, 50 nurses and 25 sisters 
attended the victims as they arrived. 

Traffic at the emergency entrance 
was heavy. Virgil McDaniels, main- 
tenance supervisor, and three or four 
assistants directed traffic. They per- 
mitted no cars to park in the area of 
the emergency entrance. 

Most of the medical specialties were 
represented among the attending phy- 
sicians, but each did whatever was 
necessary at the moment for the vic- 
tims, regardless of their specialties. 
Those specialists whose particular skills 
were needed were called to patients 
requiring special treatment. 

About 60 student nurses were pres- 
ent and nine were sent in an ambu- 
lance to the disaster scene to admin- 
ister first aid. 

Father Hogan, who was residing at 
the hospital, went to the scene to ad- 
minister spiritual aid to the victims. 

In all, approximately 25 patients 
were treated. Eighteen required hos- 
pitalization. The rest were dismissed 
after receiving treatment. One woman 
was dead on arrival. A 10-year-old 
boy died of his injuries within a few 
hours after arrival. 

All but one of the children were un- 
identified when they were brought in. 
Only one three-year-old girl was iden- 
tified. She was brought in by an un- 
identified man to whom she had given 
her name. He wrote the name on a 
tag and pinned it to her dress. By the 
time she reached the hospital, fright 
and shock had made her speechless. 
This was the first time the Disaster 
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Program for the hospital had been put 
to the test and it proved to be sound. 
Much was learned, however, which will 
be incorporated into the emergency 
program for future use. 


St. Mary’s, K.C. 


HE WEATHER WAS UNSETTLED 
"Eee entire day of May 20, 1957. 
Rain, intermittent winds, dark skies 
and a general restlessness persisted. 

Early evening radio reports indi- 
cated mild concern over Tornado warn- 
ings in Northeast Kansas. These 
storms, however, were many miles 














from Kansas City. As the evening 
wore on, the warnings became more 
frequent and the tornado spun ever 
closer. The first warning that alerted 
Kansas City to the point of real in- 
terest was issued at approximately 6:30 
P.M. The activities of early evening 
continued as usual. Time went on 
and so did the tornado. At 7:00 P.M. 
warnings of funnels were reported in 
several localities on the outskirts of 
greater Kansas City. Interest changed 
to concern—radio stations were report- 
ing on the radar findings and general 
precautions were given to the entire 
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while reducing sterilizer cost. 
That’s right! Castle’s new 





New “Straightline” 
for greater load capacity 


Advanced Castle engineering now provides a 
sterilizer design which increases load capacity 


Milk Formula Sterilizer, for example, will proc- 
ess 192 bottles per load—just as much as some 
larger and more expensive Rectangular units. 
And the line is complete—from steam-jacketed 
instrument, dressing and solution sterilizers 
with exclusive double-backhead, to exclusive 
single-shell Milk Formula and Laboratory units. 
Better still, whether cabinet or recessed, 
manual or automatic control, every Castle 
“Straightline” Sterilizer is equipped with the 
all-protecting Dual Lock Safety Door. 
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area—'seek shelter, get underground, 
don’t panic, keep calm, etc.’ 

The winds increased; hail was re- 
ported in some localities and the sky 
turned a maze of colors. The tornado 
suddenly tore a path 200 yards wide 
through parts of Hickman Mills, Rus- 
kin Heights and sections of Raytown 
before its fury was spent. 

In retrospect the damage was prac- 
tically unbelievable—over 700 homes 
damaged. Of this number a large per- 
centage was completely destroyed. A 
new modern high school and a shop- 
ping center were rendered completely 
useless. Damage was figured in the 
millions. A true disaster had struck. 
Casualties numbered more than 300— 
almost 40 were dead, the others in dif- 
ferent degrees of incapacity. 

The Tornado struck at 7:48 P.M. 
The hospitals were in various stages 
of alertness. Some had received no 
warning, others a partial alert. At 
8:45 P.M. St. Mary’s received an emer- 
gency call. The hospital was told to 
expect 150 casualties and the disaster 
plan went into effect at once. Two 


pre-planned casualty sorting areas were 
set up. Emergency data forms were 
readied, and personnel on duty manned 
their emergency stations. The phar- 


macy prepared emergency supplies. 
Recovery beds, litters, stretchers, in- 
travenous apparatus were prepared and 
standing ready. 

Within 30 minutes the hospital was 
prepared to begin the acceptance of 
whatever came. Off duty personnel, 
key people and the faithful workers 
who understood the gravity of the sit- 
uation began to arrive—many had not 
been called. The off duty student 
nurses were alerted and told to report 
for duty in uniform. Staff physicians 
arrived, many without being notified, 
others called and reported their readi- 
ness if needed. 

The first casualty arrived at 9:30. 
Throughout the rest of the evening 
and into the early morning they came 
—the total count 20. So well staffed 
and manned was the hospital that these 
20 injured were absorbed easily. The 
expected 150 never came. They were 
routed elsewhere. 

The majority of the injured were 
taken to the Menorah Medical Center. 
Geographically, Menorah is the closest 
hospital to the scene of the’ disaster. 
The other community hospitals re- 
ceived the injured in varying numbers 
—St. Luke’s 30, St. Joseph’s a few 
more, General and the K.U. Medical 
Center only a handful. 


Bishop John Cody ordered an Aid 
Station set up on the premises of St. 
Catherine’s Church in Hickman Mills 
to give help to many of the injured. 
Three priests from Hickman Mills, 
Fathers Ruysser, Lynch and Leitner, 
worked through the night assisting vic- 
tims. 

Approximately three hours after the 
Tornado struck martial law was de- 
clared. Hospitals had the problem of 
identifying the incapacitated. Fami- 
lies who were separated were trying to 
reunite. One patient at St. Mary’s was 
an infant separated from its family. 
The radio stations were notified within 
minutes of the baby’s arrival. Shortly 
thereafter, identity was confirmed and 
a small portion of the Tornado’s wrath 
was healed. Others were not so for- 
tunate. 

One young matron had lost her hus- 
band—she came to the emergency desk 
and inquired for her small sons. St. 
Mary’s did not have them. She con- 
tinued looking and found them the 
next day and so it went on—all that 
long night and the next day. The hos- 
pitals, many of which had no disaster 
plans prepared, began to work up poli- 
cies in case this tragedy occurred again. 

St. Mary’s found many flaws in its 
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(Makes Meals (More Gaviting 











| American Appraisals help establish 
| true operating costs 


Hospital administrators can establish their costs 
more accurately based on an American Appraisal 
property record and remaining life study, whih 
place depreciation charges on a realistic and sup- 
portable basis. 


The 


AMERICAN APPRAISAL 


Company 


Leader in Property Valuation 
Home Office: Milwaukee 1, Wisconsin 
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_prepared plan of action. Revisions 
ind additions are necessary, they will 
pe rewritten and practiced. Practice 
nad helped for this disaster. Practice 
and more practice is needed. We hope 
that it will not happen again; how- 
ever, it is imperative that all be ready 
if it does. 


Program Evaluation 


HEN A TORNADO SWEPT across 

Kansas City’s south suburbs the 
night of May 20, hospitals found an 
answer tO a recurring question—how 
good are disaster plans? 

They were very good indeed, as 
each individual hospital proved that 
night. But lack of coérdination among 
law enforcement agencies, Civil De- 
fense, ambulance services, and several 
agencies and volunteer groups com- 
pounded problems in the disaster area 
to chaos. 

There was no official alert at the 
hospitals. Warning came through many 
different sources—from patients listen- 
ing to bedside radios, doctors watch- 
ing television at home, anxious fami- 
lies telephoning the hospital. 


At the Menorah Medical Center, 
closest to the tornado area, there wasn’t 
even that much warning. Leon Fel- 
son, acting administrator, answered a 
phone call at the hospital. The switch- 
board operator said, “There are several 
cars jamming the ambulance entrance.” 

Mr. Felson went down to check and 
found the emergency room lobby filled 
with the first load of casualties. 

As each hospital in the area picked 
up the warning, disaster plans were 
put into action immediately. Some 
had carefully written plans; others had 
discussed plans and these were familiar 
to medical staff, administrator, and de- 
partment heads. 

This was the case at Menorah. The 
big dining room just back of the emer- 
gency department was quickly cleared 
and converted to a receiving area. 
Progress of patients through the emer- 
gency facilities and on to surgery where 
necessary was an orderly process. Stu- 
dents from nearby Rockhurst College 
and Kansas City University came in to 
give blood and help as needed. 

At other hospitals, the scene of 
readiness was apparent everywhere. 
Ambulance entrances were cleared 


and waiting teams stood by, with rows 
of carts and wheelchairs. Supplies had 
been moved to emergency rooms, ad- 
ditional packs and instruments were 
being sterilized, drug supplies checked. 
Pharmaceutical suppliers, without hav- 
ing to be called, were on the scene 
with additional items as need arose. 

Nor was it necessary to telephone 
for doctors, nurses, technicians, and 
other personnel to report to the hos- 
pital. They were on their way the mo- 
ment they heard the warning. 

It was difficult to tell at first just 
how many casualties there might be. 
Phone calls from various spots in the 
stricken area multiplied the number 
until at least three hospitals were told 
to expect 150 each. 

Actually, there were more casualties 
than press reports indicated. Close to 
300 were received in hospitals for ex- 
aminations and treatment, although 
the press reported just over 200. At 
best count, 115 were admitted, al- 
though again there was discrepancy in 
press reports which gave the total in- 
patients as 156. There were 36 dead, 

(Concluded on page 126) 





AUTOMATIC 
FOOD WASTE DISPOSAL 


for every need 


. 


For small and medium For large restaurants, 
size restaurants, hotels, 
hospitals and 


drive-ins, ; 
cafeterias. 


lunch rooms, etc. 


a complete line to serve any size need. 





Used on U.S. Navy ships 
& wherever huge quantities 
of waste from mass 
feeding is involved. 


_GRUENDLER | 
FOOD WASTE 
DISPOSERS 


For the equipment needed by all eating places, from the small 
lunch room to the largest establishment serving thousands, 
consider and evaluate Gruendler Food Waste Disposers, 


INE SOURCE 


@ A. DEPOSITORY FOR 
ALL PUBLISHERS 


@ SAVE TIME, EFFORT, 
HANDLING, MONEY 
Our specialty is supplying schools of nursing with books. 
We pride ourselves on our facilitigs to serve them with 
our large stocks. We carry at all times a complete assort-, 
ment of all medical and nurses" bgoks of all publishers. 
When you buy your text and supplementary books 
from one source, your bookkeeping is simplified—only 
one account fieed be carried. Regular publishers’ school 
of nursing discounts are allowed on these orders. We'd 
like to serve you in every possible way. 


WE PAY delwery charges on all hospital orders. 
ILLINOIS MEDICAL BOOK CO. 


Department HP—114 W. Chicago Ave., Chicago 10, Illinois 
Edward T. Speakman, President 
We can supply any book published! 


| (FREE CATALOG 


| MLINOIS MEDICAL BOOK COMPANY 


Books for Schools 


of Nursing 


@ ALL OF YOUR BOOKS FROM 

















Write! Tell us, approximately, how many people you feed 
at each setting and our engineers will be happy to recommend 
the right disposer unit for your needs. No obligation. 


GRUENDLER Wa. sr e734 lok 


2915 No. Market, St. Louis 6, Mo. 
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| 114 W. Chicago Ave., Chicago 10, ill. 


Please mait me, without any obligation on my part, your 3 
| Catalog of Nurses’ snd Medical Books, postage paid. 189758 
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New Supplies and Equipment 





Royal’s New Hi-Lo Bed 
May Save Many Lives 


A NEW HOSPITAL BED in which the 
patient can be placed in the Trendelen- 
burg position in only 10 seconds and 
in the Fowler position in 25 seconds 
or less has been announced by the 
Royal Metal Manufacturing Company. 
In treating shock when seconds count, 
this speed may save many lives, Royal 
designers point out. 

Before the new model was released, 
Royal engineers had the bed raised 
and lowered 12,000 times with a 400- 
pound weight unbalanced at the foot. 
Despite the high, heat-producing speed 
with which the mechanism was oper- 
ated during the test, parts showed no 
signs of wear. 

The Hi-Lo bed has a minimum ele- 
vation of 18 inches for ease in han- 
dling litter or ambulant patients and 
easily adjusts to 27-inch spring fabric 


height for convenience in treatment 
and patient care. 

A fast, spring-assisted lift, a single 
fold-away crank, an _ easy-to-reach 
clutch and a single shaft assure positive 
control of head and foot heights simul- 
taneously or independently. 

In achieving the Trendelenburg po- 
sition a simple finger pull from above 
throws out the clutch so that the head 
stays down. Twenty-eight rapid turns 
of the crank raise the foot nine inches. 

For the Fowler position, the entire 
spring is raised to the full height, the 
clutch is disengaged and then the foot 
is lowered; the entire operation requir- 
ing less than 25 seconds. 

The clutch knob is located eight 
inches below the footboard baffle bar 
in a position easy-to-reach in a hurry. 
A light pull disengages the head end 
mechanism. The crank projects only 
34 inch when not in use but the handle 
lifts easily and the arc is wide enough 








SCIENTIST at E. R. Squibb & Sons op2rates a “master-slave” manipulator, an intricately 


conceived device for remote handling of radio-elements. 


The manipulator is one of three 


such units at Squibb’s new $200,000 building in New Brunswick, N.J., designed exclusively 


for making radioactive isotopes for the medical profession. 


Initial shipments of radioactive 


gold, phosphorus and iodine for use in medical diagnosis and therapy is expected to start 


in early spring. 


The operator, protected by a four-inch-thick lead wall, can use the 


mechanical “arms almost as if they were his own. 
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for good leverage yet small enough for 
effortless cranking. 

The powerful pre-compressed springs 
push constantly at each end to facili- 
tate elevation. Mitre gears, chain 
drive and precision lift screws are de- 
signed to give positive positioning. 
They are contained in a single column 
at each end, and are permanently lubri- 
cated. 

Telescoping steel center columns at 
each end are welded to square steel 
tube end frames and cross beams. The 
frame has been designed to eliminate 
bending and warping. 

The Hi-Lo bed is supplied in six 
models all with baked-on Plastelle 
enamel over prepared steel. Satin 
chrome plating is optional on bases. 
Royal Metal Mfg. Co. 


175 North Michigan Ave. 
Chicago 1, Ill. 


Purkett Pre-Drying 
Conditioning Tumbler 


ABOUT 20 PER CENT more drying air 
in the 72” 12-ring Purkett Pre-Drying 
Conditioning Tumbler is claimed by 
the manufacturer with the enlargement 
of their squirrel type blower to a six- 
inch size, and with the enlargement 
of the duct and the use of a 14 hp. 
motor. This will speed up production 
by permitting the operator to either 
set up a shorter tumbling time and 
getting the same amount of drying, or 
obtaining more drying in the same 
amount of tumbling time as they are 
now using. Flat work and garment 
conditioning operations should be im- 
proved. 


Purkett Manufacturing Co. 
Joplin, Mo. 


Non-Combat Mask 
by Johnson & Johnson 


AN INEXPENSIVE, lightweight mask 
designed to protect civilians against 
chemical and biological warfare agents, 
and inhalation of radioactive particles 
in fallout areas, has been developed by 
Johnson & Johnson, medical products, 
manufacturer. 

Johnson & Johnson, which normally 
concentrates on manufacturing baby 
powder, first-aid and surgical dressings, 
and more than 1,200 other medical 
and baby products, originally was as- 
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.igned to modify and improve an eco- 
“omical version of the prototype E-52 


Md. Accomplishing this, the company 
proceeded to determine methods by 


any height...any spring position 


non-combat mask designed at the | 
\rmy Chemical Center, Edgewood, | 


which the mask could be mass pro- | 


duced. 

The lightweight mask is made of 
elasto-meric vinyl and has a self-con- 
tained filter element. Weighing only 
eight ounces, the mask comes in six 
sizes and fits men, women and children 
of all ages. Head sizes of some 3,000 
persons were measured to determine 
the six sizes. This was accomplished 
by Peter Schladermundt Associates, 
New York design engineers. 

Unlike the conventional combat 
mask, which weighs about one pound 
nine ounces, the new civilian version 
is a single unit with no cannister at- 
tachment. A disposable unit, it is 
designed to afford protection during 
a single emergency period. The filter 
unit is not replaceable. 

Extensive tests at the Army Chem- 
ical Center showed that the mask fil- 
ters smoke half as thin as cigarette 
smoke and offers protection from the 
deadliest of gases known to chemical 
warfare. The mask has a built-in “de- 


froster,” a baffle plate which prevents | 


lens fogging by exhaled breath. A 
simple exhaust valve is located on the 
under side of the mask. 

Col. Francis B. Stewart, Federal 
Civilian Defense Administration, said 
that while Johnson & Johnson, as 
prime contractor, has developed the 
mask capable of mass production out- 
put, ic remains for F.C.D.A. and the 
Army Chemical Corps to work out de- 
tails before this can be accomplished. 
Progress in this direction “will depend 
upon appropriations,” he added. 


Johnson & Johnson 
New Brunswick, N.J. 


Tomac Introduces 
Portable Air Conditioner 





TOMAC PORTABLE AIR CONDITIONER | 


does not require a permanent instal- | 


lation—just roll unit on its own casters | 
to desired location, adjust to proper | 
window height, slip unit back on its | 


extension tracks across sill and plug | 


into conventional socket (extension | 


tracks permit positioning unit over 


radiators—sits unit up to 15 inches 


from wall). 


The air conditioner has a G-E Thin- | 
line “Custom” unit with vent control | 


of fresh air intake and positive close 
(Concluded on page 125) 
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at the touch of a button... 


by either patient or nurse 


with the all-electric “PUSH-BUTTON” Hilow Bed 


by ‘ 


@ This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 
the patient’s right—in the seat section of the spring. For the patient who 
must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 
at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “low” position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 





HILL-ROM COMPANY, INC. « Batesville, Indiana 


Now ready -.- Procedure Manual No. 3—"‘Hilow Beds” 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, ‘Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these Is for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 
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A BUDGET—WHY? 
—Volpe 
(Continued from page 69) 


for which it is prepared should be in- 
cluded in any discussion of the advan- 
tages of a budget. At the outset, the 
budget tends to instill in executives 
and their subordinates the habit of 
careful study before making a decision 
leading to action. The individual pre- 
paring the budget will realize that this 
is the “lifeblood” for support of the 
program. It is here that the estimate 
of funds needed is: printed for all to 
see. It allows the individual an oppor- 
tunity to do some creative thinking 
about ideas that he may have thought 
of, but never expressed. 

He is able to utilize a medium for 
implementing these vague ideas into 
realistic plans for improved service. 
The budget provides a means for 
thoughtful evaluation of departmental 
plans by the administrator since they 
are united in one document and a per- 
spective of the entire organizational 
plan is brought into focus. 

When the subordinate is informed 
of the careful study and review of the 
budget plans on the part of his su- 
perior, he will have respect for deci- 
sions which need to be made. Per- 
haps his plan cannot be accomplished 
or may require major or minor alter- 
ations. The subordinate will know 
that action has been taken only after 
careful, impersonal consideration and 
he will accept such decisions more 
readily. 

The budget plan moves through all 
levels of the hospital organization from 
the bottom upward. Valuable sugges- 
tions can come from persons least ex- 
pected to have good ideas for more 
efficient operations. One of the ad- 
vantages of budgeting is that it kindles 
the initiative of employees in all levels 
of responsibility and adds impetus to 
the concept of “bottom up” manage- 
ment. si 

Since the budget is codrdinated as it 
moves upward through the organiza- 
tion it helps develop executiye ability 
in middle-line supervisors. A .super- 
visor or.department head may demon- 
strate hidden talénts as opportunity 
presents itself for making the plan and 
administering it. The activity of pre- 
paring the budget may produce an im- 
pact which results in improved com- 
munications throughout the hospital, 
from the “bottom up” and from the 
administrator's office right down the 
organizational structure. 
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The use of a budget will relate the 
hospital program to expected price 
levels. With the dollar unstable as a 
means of measurement, we carefully 
anticipate the cost of intended new ac- 
quisitions and employee salaries. Use 
of past performance only as a basis for 
planning for the future will cause a 
disruption of plans. Duplication of 
effort may be prevented by enlightened 
use of the budget, and a good balance 
among all departments maintained. 





In the past eight years, the 
proportion of the nation’s to- 
tal medical expenses met by 
voluntary health insurance has 
increased three times as fast 
as the proportion of Ameri- 
cans holding such insurance.— 
Health Information Foundation 











The budget provides assistance in 
the control of operations. Increased 
costs can be anticipated and necessary 
funds provided in time for the actual 
need. Unnecessary costs can be elim- 
inated. It is useful in making com- 
parisons of the actual expenses with 
the anticipated. We can utilize it to 
study areas where there may be waste, 
and improve efficiency in the use of 
people and facilities. 

The budget reasserts responsibility 
already set by the plan of organization 
and staffing patterns. At a glance, a 
weakness in the organization may be 
apparent, particularly in personnel 
staffing where the greatest percentage 
of the money is spent. 

Another advantage is that a budget 
forces administration and the staff to 
look beyond the hospital in estimating 
the future. 


Limitations of the Budget 


(a) A budget has been referred to 
as a “guesstimate” 

(b) Rigidity and too tight a con- 
trol can bring more grief than effi- 
ciency, which may lead to: 

1. Stifled initiative 

2. Spending where not needed 
just because money is allotted. 

3. Spending so that the activity 
will get at least as much next year. 
In other words, keep the appropria- 
tion from being cut. 

4. Juggling the budget by a play 
on nomenclature. 

(c) There may be inborn suspi- 
cions. 

1. When autocratically prepared 
and ruthlessly administered. 


2. The “fat” in the budget will 
be cut when reviewer gets it. (This 
means figures should be presented 
honestly ) 

(d) Human element involved in 
estimating a budget because of finan- 
cial status and past experiences. (Past 
experiences may have been of the con- 
servative type or not conservative) 

(e) It is difficult to estimate 
changing conditions. 

1. Economic — nationally, there 
may or may not be a trend toward 
continued business _ prosperity, 
changed interest rates, and wage 
changes. Locally, new or dying in- 
dustries will have their effect. 

2. Social—which includes 
changed philosophies and greater 
demands for service. 

3. Expansion or reduction in 
community hospital facilities. 

4. There may be new endow- 
ments and legacies. 

(f) Requires the time of valuable 
personnel to prepare a budget. 

(g) There may be a shortage of 
trained personnel who must be relied 
upon in estimating the requirements. 

(h) Nota substitute for good man- 
agement. 

(i) Often there is a temptation to 
expect too much from a budget. A 
budget is not a “cure-all”. 


Evaluation 


Let us evaluate the advantages which 
outweigh the limitations. We can ex- 
pect the budget to invoke thoughtful 
planning, almost automatic codrdina- 
tion, maximum expense control, and 
advance information. The inertia of 
tradition may be overcome by advance 
planning. 

Some actions which may be set in 
motion by planning a budget are: 
1. Review of the need for inservice 
training programs. 2. Assessment of 
cost of labor turn-over. 3. Study of 
human relations. 4. Job analyses. 5. 
Methods improvement studies. 6. 
Study of personnel policies and prac- 
tices. 7. Study of communications in 
the hospital. 8. Assessment of quality 
of care given patients. 9. Good cost 
accounting. 

We can expect an adjustment to 
technical and economic changes to be 
made more easily. Interdepartmental 
functions are integrated. We can 
match anticipated income with planned 
expenditures. We know where the 
money is going which helps in the 
economy of operations. The budget is 
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SAVE SORTING 
TIME AS MUCH AS 30 TO 


60 DAYS EACH YEAR 
Use the 


NAME.DEPT. DATE 
Applegate System 






ONE OR ALL AT 
ONE IMPRESSION 





The Applegate marker is the ONLY 
inexpensive marker that permits 
the operator to use both hands 
to hold the goods and mark them 
any place desired. Foot, Hand of 
Motor Power. 


USE 
APPLEGATE 
INKS 


Applegate indelible (silver base) ink is everlasting 
. heat permanizes your impression for the life 
of the cloth, contains no aniline dye. 





Xanno Indelible ink is long lasting . . . does not 
require heat. 





Visit Booth 412, American Hospital 
Convention, Atlantic City, Sept. 30-Oct. 3 


APPLEGATE 
\\ CHEMICAL COMPANY 


5632 HARPER AVE. inl 








ica CHICAGO 37, ILL. 
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+ more and more 
Directors of America’s leading Schools of 
Nursing are discovering the advantages 
of BRUCK’S unexcelled Student Nurse 
Uniform Service. For details, please 
write: Dept. HP-8. | 


Year after year . . 


BRUCK’S 387 FOURTH AVE., NEW YORK 16 
NEW YORK e CHICAGO e DETROIT e PITTSBURGH 
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Hospital efficiency 
experts : 
Dispensa-Cart and 
Bassick casters 
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The A. S. Aloe’s Dispensa-Cart saves time, includes 
everything a nurse needs for medicine dispensing, and 
makes for one-trip service. 

Just as efficient are the smooth-rolling, easy swivel- 
ing Bassick Diamond Arrow casters it rides on. Smooth- 
rolling with their big rubber wheels and self lubricating 
bearings. Easy-swiveling because of Bassick’s exclusive 
two-level ball-race construction. 

No wonder you see so many Bassick casters on hos- 
pital duty. They keep maintenance to a minimum, pro- 
tect the floors they roll on and provide safe, sure mobil- 
ity. There are sizes and styles for every hospital job. 
Use them. And look for Bassick glides and casters as 

a sign of quality on the hospital equipment 


.§ you buy. THE BASSICK COMPANY, Bridge- 
port 5, Conn. Jn Canada: Belleville, Ont. 7.51 


Bassick & 
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MAKING MORE KINDS OF CASTERS... MAKING CASTERS 00 MORE 
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For Patient 
Protection 





POSEY WRIST OR 
ANKLE RESTRAINT 


A friendly restraint available in Infant, | 
Small, Medium and Large sizes. Also | 
widely used for holding extremity dur- | 
ing intravenous injection. No. P-450. | 
$5.25 per pair. $10.50 per set; with | 
sponge rubber padding $6.25 per pair, | 
$12.50 per set. | 
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We, ay 
POSEY BED CRADLE 


Full width of bed. Simple, self-lock- 
ing clamp to mattress holds Cradle in 
place. Leaves patient accessible. Light 


\ 
(CH, 
“ve >= 


hooks on body size Cradle. Available 
in body or leg sizes. Price $6.75 each. 
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SWEETLAND BED WARMER & CAST DRIER 
U. S. Patent 2,122,964 


Bed Warmer $295.00; Adult body > ‘me cast 
drying mats $65.00; “Child sizes $60.00 


SEND YOUR ORDER TODAY 


And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J. T. POSEY COMPANY 
2727 E. Foothill Blvd. 
Dept. HP 
Pasadena, California 
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an instrument of control, records per- 
formance, arouses interest of the de- 
partment heads in cost control, and 
helps evaluate results. A provision 
for flexibility should be made. A good 
budget is an objective—and when 
soundly administered, almost all of the 
disadvantages are overcome or mini- 


mized. 


| Conclusion 


To refuse to think about budgeting 
is like saying “I refuse to plan”. An 
informal budget is better than no 
budget at all. There are advantages 
to be gained through the preparation 


| period. A budget is a supplement to 


management skills, but is not a sub- 
stitute for them. The budget is just 
as good as the people who plan and 
make use of it. * 


LIBRARY SERVICE 
(Concluded from page 61) 


a smiling librarian, it becomes a pleas- 
ant task. 

The question also arises: “What 
should you have, books or journals? 
I believe primarily journals. Medical 
literature changes quickly. Have them 
bourid. Keep them available. Put the 
new ones out on display in a big, open 
rack. Throw out those deep, dark 
racks which exhibit only the tops or 
the edges. Names, clearly visible, at- 
tract readers. 

A good doctor is a doctor who 
makes a careful diagnosis. Lay per- 
sons, average families, patients, are in- 
terested in doctors in terms of treat- 
ment. “He gave me a big shot... . 
Oh, that tonic he gave me is so bitter 

. he took out my appendix, and 
left a scar from here to here!” Their 
comments concern treatment. 

The real intellectual exercise, how- 
ever, the part of medicine which “sep- 
arates the men from the boys” is the 
ability to discern diseases. A care- 
fully recorded history and a physical 
examination which is complete form a 
basis for diagnosis. 

The implications of this for a li- 
brarian are obvious: Books concern- 
ing diagnosis have priority! Diag- 
nosis books are the important books. 
Physical diagnosis, signs and symp- 
toms, must be emphasized. Put such 
books out on a table—even insert 
them “by mistake” into the interns’ 
mail. I do not advocate total exclu- 
sion of books dealing with therapy, 


but very often in small, rural hospital 
libraries one finds therapy, therapy, 
therapy—how to give sulfa, penicil- 
lin, etc. A choice selection in this 
area is good. But emphasis on diag- 
nosis will fulfill the greatest purpose 
of elevating a house staff. 

It is disheartening to walk into a 
small hospital library, as I have re- 
peatedly, and see beautiful, beautiful 
books given by the late Doctor Wil- 
loughby. A typical comment is, “He 
left us those 4,000 volumes! Aren’t 
they gorgeous? They're all matched! 
Look at the covers, the binding, look 
at that gold leaf!”—Practice of Medi- 
cine and Surgery Encyclopedia, 1908, 
might be one of the “gorgeous” vol- 
umes. 

It would be well to put such old 
books in an adjacent room on clean, 
metal shelves (to lessen the fire haz- 
ard) and lock the door. Whomever 
wishes should be allowed to visit with 
the old books. A better plan might 
be to give them to Doctor Willough- 
by’s grandsons. 

Don’t ruin a good library which 
holds practical, current books — just 
100. Few libraries need 4,000 books 
and empty shelves are no excuse for 
displaying Willoughby’s old books! 

Librarians, finally, face the danger 
of being labeled a “pick,” should they 
over-emphasize meticulous neatness. 
Large, deep ashtrays with adequate 
grooves or clamps to hold cigarettes 
will prove a boon. Many people read, 
concentrate and absorb knowledge 
while tapping a finger, flipping a pen- 
cil, underlining words or smoking. 
Many of us have different ways of ac- 
quiring knowledge. It is the rarer 
person who is willing to enter a li- 
brary, sit quietly and absorb know!- 
edge. Librarians should reserve halos 
for such persons. 

Mental energy in this world today 
is at a premium. Most people don’t. 
want to think. Most lack the patience 
required for post-college reading. 
Don’t be classified as the “Pick of the 
year,” because a book is returned a 
few hours late, especially a book sel- 
dom withdrawn. I suggest that if 
someone withdraws a book that hasn’t 
been requested in 18 months, he be 
given the book. “Dead” books clut- 
ter library shelves. 

Librarians have a difficult job and 
usually are not appreciated. Libraries 
are not appreciated. But a good li- 
brary can vitally affect morale, and 
elevate scientific studies. The chal- 
lenge is yours. * 
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ITH THE DEATH OF SISTER 
V V ROMUALD, director of the Die- 
tetic Internship Program at Good Sa- 
maritan Hospital, Cincinnati, Ohio, a 
valiant woman took her place among 
the immortals. Suddenly and swiftly 
she heeded the summons, “Thou hast 
loved justice and hated iniquity, there- 
fore . . . with thy comeliness and 
beauty set out...” With her passing, 
her associates and many friends realize 
more than ever that “far and from the 
uttermost coasts is the price of her.” 
For Sister Romuald was an able 
administrator displaying outstanding 
qualities while playing a vital and uni- 
que role in raising the standards of 
dietary service in Catholic hospitals. 
“She hath wrought by the counsel of 
her hands” by first preparing for her 
profession by years of study at the 
University of Cincinnati; later, at the 
University of Iowa, spent her intern- 
ship and took a master’s degree in Nu- 
trition. To this background was added 
the enrichment of experience as a 
therapeutic dietitian at Good Samari- 











‘tan Hospital. In 1936, as Director of 


Nutrition, Sister Romuald set up a 
Dietetic Internship Program at Good 
Samaritan and for 21 years wisely and 
skillfully directed this program which 
today numbers among its Alumnae, 
225 lay and 65 Religious dietitians. It 
is one of five dietetic internship pro- 
grams offered in U.S. Catholic hos- 
pitals. 

“She hath put out her hand to strong 
things” and the well-equipped, highly- 
organized dietary department at Good 
Samaritan is a memorial. Codérdinat- 
ing the activity of the separate floor 
kitchens with that of the central 
kitchen, she was instrumental in uni- 
fying under one control a smoothly 
functioning decentralized system of 
food service. A pioneer in establish- 
ing a pay cafeteria for employees, it 
was her concern to furnish nutritious 
meals to employees at a reasonable 
price, knowing that healthy and satis- 
fied workers were an asset. 

“She hath looked well to the paths 
of her house” knowing that a pro- 
fessional woman has _ responsibilities 
toward promoting proper relations 
with her own and allied professions. 
A member of the American Dietetic 
Association, she was also affiliated with 
the Ohio Dietetic Association and the 


(Concluded on page 125) 
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pw-YOU CAN CUT 
FLOOR MOPPING 


Mop Wringers 
Save Mopping Time 
(and Mops, Too!) 









Powerful, controlled squeezing action, 
provided by interlocking gears, wrings 
mops really dry—wsthout tearing or twist- 
ing. Fast, splash-free operation speeds 
mopping and reduces costly labor. 


Highest quality materials and construction 
assure long, trouble-free service. Exclusive 
electroplated finish gives Geerpres 
wringers maximum corrosion resistance. 
\ Buckets either galvanized or stainless steel. 
Ball-bearing, rubber casters for easy 
moving . . . do away with lifting and 
splashing. 

Write now for catalog listing all types 
and sizes, accessories, hints for more 
efficient mopping. 


“FLOOR-PRINCE” 
Mopping Outfit 
for mops up to 24 oz. 


GEERPRES WRINGER, inc. 


P.O. BOX 658 MUSKEGON, MICHIGAN 














Their Popularity Increases .... 
ROCHESTER BEDSIDE THERMOMETER HOLDER 


With this attractively designed unit, nurses’ 
precious time is saved. The thermometer is 
always conveniently at hand. There is appeal 
to the patient. But MOST IMPORTANT of 
all, hospitals report thermometer breakage 
reduced as much as 84 per cent. Here is a 
really worthwhile investment in saving 
money, time and effort. 


Light Green and Natural Aluminum Finishes 
No. 491 


7 $11.50 per dozen 





MYRICK SUSPENSION CAP 





@ Holds bottle securely in place The Modern 

@ Eliminates bottles on floor Method of 

@ Prevents accidental tipping Suspending 

@ Designed to fit any type bed Drainage 

@ Fits any bottle with 28 mm. screw neck Bottles 

@ Made of stainless steel, plastic No. 473 


@ Hanger provides carrying handle 
for ambulatory patients. 


$22.50 per dozen 
ROCHESTER PRODUCTS COMPANY 


Rochester, Minnesota 
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KEEPER OF THE KEYS 
—James 


(Concluded from page 67) 


tentional destruction. This marker 
should be different in color and shape 
to distinguish it from other markers. 
It might be marked, “File Key—Must 
Not Be Loaned.” If it is missing or 
misfiled, its absence is noticeable at 
once. This key should be preserved 
throughout the life of the building and 
the lock. 


Duplicate Keys 


Lock manufacturers usually furnish 
two keys for each building door lock 
and two keys with each locker, desk, 
file, etc. Frequently, owners have a 
need for more keys and have extra 
ones made. As mentioned above one 
of the originals is identified as a “re- 
serve-pattern.” All other keys, dupli- 
cates or extras, should be properly 
identified while in the cabinet to pre- 
vent misfiling. 

When keys are issued to employees 
with no record kept of such issuance, 
no adequate control can be maintained 


and no responsibility placed for mis- 


use. To guard the privacy and security 
afforded by locks it is necessary for 
management to be able to ascertain 
positively at any time how many keys 
have been issued for any lock—to 
whom and when. 

One tool of control is a file of signed 
receipts or cards by those to whom 
keys have been issued. For those who 
do not wish to use the card system, 
a receipt holder might be preferable. 
A receipt holder hangs on the hook 
from which the key, or keys, were 
issued and contains a signature receipt 
form which fulfills most requirements. 
It has the added advantage of visibil- 
ity, so that frequent checks can be 
made to determine that receipts have 
or have not been obtained. 

The practice of die-stamping the 
numbers of rooms and lockers on the 
keys has been practically eliminated as 
destroying the fundamental purpose of 
privacy and security. But it is still 
too generally the practice to show+on 
the key markers, or tags, definite 
descriptions of the rooms or facilities 
to which keys belong. In all but the 
most closely controlled systems, keys 
with markers will be purloined or go 
astray and if definitely marked will 





defeat the purpose sought. To elimi- 
nate these hazards a code index system 
for the indexing and cross indexing of 
keys can be set up. 


Code Indexing 


The code index is positive. There 
is no guess work as to where a desired 
key is located in the cabinet—nor 
where a returned key belongs. Code 
index use increases efficiency through 
easy filing and easy location. Without 
access to the index no irresponsible 
finder or holder can use a key. In the 
same way also, when a “reserve pat- 
tern” key is sent out to have additional 
keys cut, the maker has no knowl- 
edge of the facility to which the key 
belongs. 

Code indexing also facilitates opera- 
tion. Changes in room numbers or 
cylinders in locks or location of desks 
or files cause no corresponding changes 
in location of keys in the cabinet or 
changes in key markers. All changes 
are handled in the index. An infinite 
number of changes, additions or sub- 
tractions can be made with no con- 
fusion or change in the original set 


up. * 
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NIPPLE COVERS... 
provide space for identification and for- 
mula data. . . instantly applied to nipple; 
Save nurses time...cover both nipple and 
bottleneck. Do not jar off. No breakage. 
Use No. 2 NipGard for narrow-neck bottle 
. use No, H-50 NipGard for wide mouth 
tipi | > Battle. Be sure to specify 


THE RUICAP COMPANY, Inc 
ON. Markley St. CINEIM 


Greenville South Carolina 
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for quick, de- 
pendable protec- 
tion to nursing 
bottles ...use | 
the original | 
NipGard* covers. | 
Exclusive patent- | 
ed tab construc- 
tion fastens 
cover securely 
to bottle e For 
High Pressure 
(autoclaving). . . 
for Low Pressure 
(flowing steam). 


@ Hospital Height 
@ Home Height 
@ Fowler Position 


@ Trendelenburg 
Position 



























SINGLE CRANK 


27 Turns Raises or Lowers! 


ALL OBTAINED BY 
ONE SIMPLE, SINGLE 
|| CRANK OPERATION! 
For Complete Details and Names of 


Dealers In Your Territory, Write: 
CONTRACT DEPT. 


SUPERIOR . 
4 CORPORATION 


759 S. Washtenaw Ave., Chicago 12, Ill. 


Manufacturers of: 


HOSPITAL BEDS e MATTRESSES 
OVERBED TABLES e CABINETS 
CHESTS e DRESSERS 
RESIDENCE FURNISHINGS 


“RITE-HITE” 


ADJUSTABLE HEIGHT 
HOSPITAL BED 













Trendelenburg 
Position 
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The Perfect Answer to 
WHO Makes WHAT 





AMERICAN 


DRUG INDEX 
1957 











by Charles O. Wilson, Ph.D., Professor 
of Pharmaceutical Chemistry, Univer- 
sity of Texas; and Tony Everett Jones, 
M.S., Instructor of Pharmacy, Uni- 
versity of Colorado. 


Latest information on 14,000 drug prepara- 
tions, indexed and cross-indexed for quick 
reference. 


All you need know is the generic, chemical 
or trade name—any one—and you can get 
complete identification instantly. In sec- 
onds you can identify a brand name with 
its generic name; find a drug or drug com- 
bination when only the major ingredient 
is known; learn the manufacturer, dosage 
forms, strengths, wholesale units, usual dose 
and indications for use. The American 
Drug Index can save you hours of valu- 
able time. 











650 Pages $5.00 
Order Through Your Bookseller 
or from the publisher 
J. B. LIPPINCOTT COMPANY 

East Washington Square 
Philadelphia 5, Pa. 
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R.1.P. 

(Concluded from page 123) 
Cincinnati Dietetic Association. Fur- 
ther, she found time in her busy life, 
to share the wealth of her experiences 
with others through the writing of 
articles for HOSPITAL PROGRESS and 
presenting addresses at the annual con- 
ventions of the Catholic Hospital Asso- 
ciation. 

The task so well begun by Sister 
Romuald waits now for strong hands 
and willing hearts to bring her ambi- 
tions to fruition. “To you I throw the 
torch,” the torch of unselfish service, of 
loyalty, of kindness and gentleness, 
seems to be the legacy she has be- 
queathed to those who follow and she 
would add, “bear it high.” For her 
eternal beatitude, may she reap a re- 
ward, long-deserved, and to this end, 
we pray the Giver of all Good Gifts, 
“Give her of the fruit of her hands; 
and let her works praise her in the 
gates.” * 

Sister Margaret Gertrude, S.C.L. 





NEW SUPPLIES 

(Concluded from page 119) 
vent baffle that eliminates back drafts. 
Fan control permits ventilation, ex- 
haust and air recirculation without | 
cooling. Three directional air louvers 


direct air flow to chosen location. Air | 
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| borne pollen, dust and dirt are re- | 
duced by G-E’s cabinet construction | 
coupled with highly effective dispos- | 
able double glass fiber filters that may | 
be easily replaced. Finished in smart | 





beige enamel. 
Distributed exclusively by: 
American Hospital Supply Corp. 
2020 Ridge Avenue 
Evanston, III. 


| “Forty-fiver”’ 
| Patient Gown 
ANGELICA UNIFORM’S newly designed | 


patient gown is called the “Forty-fiver” 


because of its desirable 45-inch length. | 


There are no side seams to rip and re- 
quire repairs; the patient may lie in 
any position with no bulk to irritate 
sensitive skin. The extra wide short 
sleeve was designed for patient com- 
fort, as well as to save time for doc- 
tors and nurses by facilitating exam- 
ination and injections. 

The material is Angelica’s exclusive 
Duracloth, a light-weight high count 
percale which will withstand repeated 
launderings, yet 
fortable. 
Angelica Uniform Co. 


1427 Olive Street 
St. Louis, Mo. 


is soft and com- | 





Sanelle 


Double Purpose Handle 
AVOIDS INFECTION 























Cover closed . .. 
receptacle can be 
moved about with 
same handle. 


Step on pedal. Pail 
can be removed with- 
out contact with in- 
fectious waste. 


HEAVY- 
DUTY 
STAINLESS 
STEEL 


or enameled 
in latest 
hospital colors 





12, 16, 
20 at. 
capacities 


H-16-AS 
16 qt. capacity 


MASTER METAL PRODUCTS, Inc. 


P.O. Box 95 Buffalo 5, N. Y. 











Autastieliee 
determination of 


hospital worth 


Marshall and Stevens Hospital 
Property Record Appraisal 


* Determines actual value for 
full insurance coverage 

* Controls equipment and 
departments through complete 
property accounting records 

* Substantiates non-profit 
tax status 

* Provides higher hospitalization 
insurance payment base 
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COLLEGE 
OF 
SAINT 
TERESA 


WINONA, MINNESOTA 
we 


Combined Course in 
Nursing and 
Liberal Arts 

Leading to the Degree 
of 
Bachelor of Science in 
Nursing. 


For particulars address 
DIRECTOR OF ADMISSIONS 




















Wanted: Physical Therapist to work in ex- 
panding Rehabilitation Program located in 
the Boston area. Excellent opportunity for 
advancement. Experience preferred. Paid 
vacations and liberal personnel benefits. Re- 
ply: HP-5, Hospital Progress, 1438 S. Grand 
Bivd., St. Louis, Missouri. 





ADMINISTRATOR IN NURSING—Master’s 
degree—Experienced in Nursing Education 
and Nursing Service, 300-bed Hospital School 
of Nursing, salary open varying with qualifi- 
cations. Write: HP-12, HOSPITAL PROG- 
RESS, 1438 S. Grand, St. Louis, Missouri. 





Look to the leader 
for your best buy 
in nurses’ capes. 


Standard-ized 


full sweep 


Standard Apparel Company 


1815 East 24th St. Cleveland 14, Ohio 
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DISASTER ROUNDUP 
(Concluded from page 117) 


some of them brought into the hos- 
pitals D.O.A. 





1958 Convention Notice 


TIME: June 21-26, (inclusive) 
PLACE: Atlantic City, N.J. 











Radio and television, in codperation 
with the U. S. Weather Bureau, did 
an outstanding job of keeping the pub- 
lic informed about the progress of the 
tornado, so that those who heeded 
sought shelter. Without this warning 
there undoubtedly would have been a 
much bigger casualty list. 

The big problem at the scene was 
lack of any central control command. 
Many injured people were simply 
loaded into available cars and trans- 
ported to the nearest hospital without 
first aid of any type. Fractures were 
compounded by unskilled handling and 
very few of them were splintered when 
they arrived at the hospitals. 

Without any organized service for 
dispatching, ambulances continued to 
dump the injured into Menorah’s al- 
ready overloaded emergency facilities, 
while hospitals only a few minutes 
away were getting practically no cas- 
ualties. General No. 1 and University 
of Kansas Medical Center, both with 
big emergency and out-patient depart- 
ments and large house staffs, were vir- 
tually bypassed. Other hospitals how- 
ever, came to the rescue of Menorah 
with doctors, nurses, and supplies. 

Communications was a major head- 
ache. Overloaded telephone exchanges 
made it difficult during the disaster to 
get outlines from hospitals. Only the 
Independence Sanitarium and Hos- 
pital maintained radio communication 
with ambulances through a plan 
worked out with the police department 
as a part of their civil defense pro- 
gram. 

The Disaster Planning Committee 
of the Kansas City Area Hospital As- 
sociation has reviewed the May 20 dis- 
aster and taken steps to overcome some 
of the headaches which plagued hos- 
pitals. 

Still needed is an area-wide author- 
ity which will fuse into one central 
command the many complex compo- 
nents of disaster handling. With a 
metropolitan area of a million people, 
broken up into 64 separate incorpo- 
rated municipalities in two states and 
five counties, it won't be an easy job. * 





FREE SAMPLES 


OF SPEEDY .. . EFFICIENT 
INEXPENSIVE STOCK FORMS 
THAT SIMPLIFY BILLING! 


ORDER AS FEW AS 125 COPIES 


Stock Forms available a 
@ URINALYSIS-URINE CHEMISTRY... 
@ BLOOD BANK e HEMATOLOGY 
@ SEROLOGY e@ BLOOD CHEMISTRY 
@ SPINAL FLUID, ETC.... 

Send for FREE SAMPLE of a widely used 


form and compare it with those costing up 
to 100% more. Juste ONE writing does it. 
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W. D. WALLACE CORP. 
1072 TOWER GROVE AVENUE 
ST. LOUIS 10, MISSOURI 














MARGARET R. CRAWBUCK 


A handbook to assist Gift Shops, 
Snack Bars, and Hospitality Carts 
in hospitals. 
Order copies today for your Aux- 
iliary. 

$1.25 a copy—5 for $5.00 
Published by 


THE CATHOLIC HOSPITAL 
ASSOCIATION 


1438 So. Grand Blvd. 
St. Louis 4, Missouri 














Zinser Personnel Service is dedicated to 
the service of trained hospital personnel. If 
you are a nurse Superintendent, Instructor, 
Dietitian, Medical technician or General Duty 
Staff Nurse looking for a position, please 
write us. Many splendid openings in all parts 
of the United States. Zinser Personnel Serv- 
ice, 79 W. Monroe St., Chicago 12, Illinois. 





| tHE FASCOLE 
CATALOG 





F we ¢ 
FOR THE PHYSICALLY DISABLED 


A single source of supply for ordering self-help 
devices, personal hygiene articles and household 
aids for the physically disabled. 

The Fascole catalog and its new supplement, list 
and illustrate over 150 items for the rehabilitation 


of the disabled and convalescents. It simplifies 
your ordering problems and assures you of the 
lowest prices available for articles of comparable 
quality. Fascole offers prompt mail order service 
with discounts to hospitals and recognized institu- 
tions on quantity orders. 

Each item has been selected for its excellent qual- 
ity, workmanship and value, and is backed with 
the guarantee of an experienced manufacturer in 
this specialized field. 

Just write: FASCOLE CORP., Dept. HP, 229 4th 
Ave., N.Y. 3, N.Y. 


Shopping Center 
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